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In time of a national emergency, as war, 
wherein there is a large increase in the over- 
all military service personnel, the vital and 
urgent need for psychiatrically trained per- 
sonnel becor:s acute. To fulfill the dire need 
for Navy psychiatrists in World War II an 
intensive training program was Officially es- 
tablished at the U. S. Naval Hospital, Phil- 
adelphia, whereby the multiple civilian teach- 
ing institutions of that metropolitan area 
were extensively utilized. 

Intensive neuropsychiatric training courses 
were started in October 1942 and continued 
at regular 3-month intervals until March 
1946. During that period some 250 medical 
officers completed the course. Except for the 
first 2 small groups, most of the enrollees 
were physicians recently commissioned from 
civilian life, and for the war emergency 
period. This meant that the majority would 
probably be returning to their respective com- 
munities upon demobilization. In addition, a 
point worthy of note, after the third or fourth 
class the volunteers for the course fell well 
below the desired quota. As a result it be- 
came necessary to select at random a goodly 
number of the enrollees. The exact percent- 
age of those volunteering and of those se- 
lected for the course was not obtained, but a 
better than fair estimate would place con- 
siderably more than half of the total enrollees 
on the selected basis. 

The authors during recent months com- 
pleted a survey by the questionnaire method 
on that group of physicians in an attempt to 
determine the subsequent effects of such a 
training program: as to its influence on the 
professional careers of the participants ; its 
fulfilling an urgent nation-wide need for psy- 
chiatrists ; and, in the event of another such 
emergency, whether a similar program would 
be justified, both as to the immediate need 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N.J., 
May 12-16, 1952. 


SUBSEQUENT NATION-WIDE EFFECTS OF WORLD WAR II 
NAVY PSYCHIATRIC TRAINING PROGRAM + 


ELMER L. CAVENY, Captain MC., USN, Betuespa, Mp., 
AND 


EDWARD A. STRECKER, M.D., Puiapevpuia, Pa. 


for the military service and for the ultimate 
nation-wide civilian benefit. 

It is not the purpose of the present report 
to go into the organization of that course per 
se, but it should be emphasized that well- 
established and recognized teachers and 
teaching institutions went into making up 
that training program. The U. S. Naval 
Hospital at Philadelphia is in the unique posi- 
tion of being surrounded by 5 Class A Medi- 
cal Schools. Under the general directorships 
of one of the authors (E. A. S.) the facilities 
of all these medical schools cooperated in the 
teaching program. 

A questionnaire sheet of items was, as far 
as addresses were available, mailed to all 
physicians enrolled in the course. A personal 
letter signed jointly by the authors, one as 
Consultant in Psychiatry to the Surgeon Gen- 
eral of the Navy, and the other as Chief of 
the Naval Neuropsychiatric Treatment and 
Training Center, U. S. Naval Hospital, Phil- 
adelphia, was sent along with the question- 
naire briefly stating that we were reviewing 
certain aspects of that training program ; par- 
ticularly, that we were attempting to trace the 
effect of such a program on the subsequent 
professional careers of medical officers who 
were assigned to that short-term intensive 
course. We also assured them that the in- 
quiry was not in any sense aimed at procure- 
ment of medical personnel in event of another 
emergency but was solely for the purpose of 
securing data that may be helpful in reformu- 
lating procedures if circumstances dictate the 
need for them. 

The extent to which that group had infil- 
trated the United States is vividly portrayed 
geographically by Fig. 1. Thirty-six states 
and the District of Columbia are represented 
in the return. The 20 Navy medical officers 
are not included geographically. New York 
leads with 31, Pennsylvania follows with 21, 
California with 12, Illinois and Massachu- 
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SUBSEQUENT EFFECTS OF NAVY TRAINING PROGRAM 
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setts with 9 each, and Ohio, Texas, and Wis- 
consin with 7 each. 
Table 1 summarizes the situation in re- 
spect to questionnaires sent out and returned. 
The percentage of return is something more 
than a mere statistic. It is generally recog- 
nized that a return of about 50% in question- 


MAP 167 
ARMY-NAVY 20 
UNSPECIFIED 

189 


Fic. 1.—Geographical distribution. 


TABLE 1 


QUESTIONNAIRES MAILED AND RETURNED 


Total Physicians Registering for Course... 250 
Questionnaires not sent (not listed in 
directory, deceased, remote places,)..11 
Total Questionnaires Mailed............... 239 
Returned (“Unclaimed,” “No Forward- 
Total “Live” Questionnaires.............. 221 
Total Questionnaires Returned............ 189 


naire surveys is as much as can reasonably be 
anticipated, and 70% is very exceptional. The 
return in this survey of 86%, therefore, be- 
speaks unusually high interest on the part of 
those who participated in the Philadelphia 
training program, a point that is further 
demonstrated in analysis of the data from 
several separate items of the questionnaire 
and of their numerous supplementary com- 
ments. 

The first item on the questionnaire, ““What 
is the nature of your medical practice at the 
present time?” was a question deliberately 
presented without being constructed into 
specific categories, thus giving the physician 
latitude in describing the situation (Table 2). 
This chart reveals the general fields of prac- 
tice reported in the 189 returned question- 
naires. It is significant that more than half 
(55%) of those who received training in that 


course have continued in the field of neuro- 
psychiatry. This is especially interesting 
since the data to be presented later from other 
items indicates that the course represented 
the starting point in neuropsychiatry for the 
majority of those presently engaged in that 
specialty. The group of 103 (55%) con- 
tinuing in the field of neuropsychiatry when 
further broken down reveals the nature of 
their specific professional activities today 
(Table 3). 


TABLE 2 


NaTuRE OF Practice Topay 


TABLE 3 
BREAKDOWN ON THE 103 (55%) CoNTINUING IN NP 
No. % 
Mental hygiene clinic................ 8 
Private mental hospital.............. 7 7 
TABLE 4 


INFLUENCE OF PROGRAM IN DETERMINING NATURE 
OF PRESENT PRACTICE 
Yes No Doubtful 
No. No %&% No % No. 


NP group... 
Others 


The questionnaire item, “Did the Navy 
NP training program have any influence in 
determining the nature of your present prac- 
tice?” brought forth the responses in Table 
4. It is of particular interest that more than 
two-thirds (70%) of those now in neuro- 
psychiatry practice (103) state that the in- 
tensive training course influenced them to- 
ward following their present specialty. Ap- 
proximately one-third of those who answered 
“Yes” indicated by added comment either 
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No. % 
Internal medicine 23 12 
Ob. and gyn. 7 
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that the course served to crystallize their in- 
terest in neuropsychiatry or definitely turned 
their preference away from other prospective 
fields of practice, and into neuropsychiatry 
channels. Of the others (86), the 16 (19%) 
were likewise as positive that the course con- 
vinced them that their primary interest lay 
in fields other than neurospychiatry. Among 
those of the NP group who answered 
“Doubtful,” there is clear evidence to the 
effect that most had already had considerable 
training in this field, and were already estab- 
lished in neuropsychiatry practice. Under 
those circumstances it would scarcely be ex- 
pected that the short training program would 
exert much influence in the matter since the 
issue had already been decided. 


TABLE 5 


ANSWERS TO Question, Have You Founp THE 
N-P Trartninc HELPFUL In Your PRESENT- 
Day Practice? 


Emphatic Yes Doubtful 
Type of 
practice No. No % o % No %& 
in 103 10 83 80 10 9 
Gen. prac... 29 11 38 17 59 yee 
int. med.... 22 36 73 
35 45 20 «55 


Analysis of the item, “Have you found the 

NP training helpful in your present profes- 
sional activity ?” brought forth many qualified 
and amplified answers. Excepting a rela- 
tively few “No’s” most answers were either 
“Emphatic Yes” or simply “Yes,” and the 
returns have been grouped accordingly (see 
‘Table 5). 

Again no surprise should be occasioned by 
the fact that the NP group did not respond 
as emphatically or as favorably as the other 
groups. Obviously, the 3 months’ course 
under consideration constituted only a small 
fragment of the training of this group and 
thus it could scarcely be expected that the 
NP specialists would assign it a major role 
in their later or larger professional activities. 
Those few who have answered “Doubtful” 
or plain “No” added comments to that effect. 

By way of vivid contrast the responses 
from the other groups placed very high value 
on the training received in the intensive 
course. This is particularly to be noted 


among the internists, nearly three-quarters 
of whom are emphatic in their statements, 
and often accompanied by additional com- 
ments recommending that all specialists in 
internal medicine should undergo a similar 
course of training. Those specializing in ob- 
stetrics and gynecology and in pediatrics 
were almost as emphatic. 

Analysis of the item, “Prior to that time 
(Philadelphia Training Course) had you ex- 
perience in NP?” brought forth a large dif- 
ference of judgment as to what constituted a 
proper basis for a “Yes” or a “No” answer. 
For example, in various instances the answer 
“Yes” was given with supplemental notations 
like, “One month as interne,” or “Course in 
medical school.” On close analysis of the ma- 
terial from this question the figures in Table 
6 are considered to be fairly accurate with 


TABLE 6 


ANSWERS TO QUESTION, Prior TO THAT PROGRAM 
Hap You Hap Experience IN NP? 


Yes No 


Type of practice No. No % No. % 
103 56 54 47 46 
22 s 7 6 & 
35 3s 244 67 


the exception of the NP group, where actu- 
ally the “Yes” figure is probably lower and 
the “No” figure is probably higher. While 
the tabulated data show that of the group 
remaining in neuropsychiatry only 46% gave 
“No” answers, supplemental entries reveal 
that about 15 of those who answered “Yes” 
did so on the basis of a brief rotating intern- 
ship, a course in medical school, or even a 
vague statement as, “Always interested but 
no formal training.” Thus, it is clear that 
some of the “Yes” answers should be pretty 
heavily discounted, thereby leading to the 
conclusion that in a high percentage the Navy 
program actually represented the first sub- 
stantial systematic exposure to neuropsy- 
chiatry for the group who continued in NP 
practice. This is further supported by data 
from another item in the questionnaire, 
whereby two-thirds of the present NP group 
indicated that they regarded the course as 
“basic orientation” rather than a “refresher.” 
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Answers to the question, “Have you had 
NP training subsequent to that of the Phil- 
adelphia program,” have been tabulated in 
accordance with the type of present-day prac- 
tice of these physicians in Table 7. The data 
here presented refer only to actual training 
undergone after termination of wartime Navy 
duty. That 89% of those remaining in NP 
have had further training is gratifying but, of 
course, not surprising. Data from another 
item reveals that at least 46% had no NP 
training prior to the Philadelphia course, and 
data from still another item showed that 
nearly two-thirds (64%) of the now NP 
group considered the course as “basic orien- 
tation.” A total of 23 indicated that they 


TABLE 7 


N-P TRAINING SUBSEQUENT TO THAT PROGRAM 
No 
Type of practice q No % 
8* 8 
26 90 
19 6685 
31. 
* 3 of these were established in N-P before program 


were undergoing psychoanalytic training and, 


as already indicated, 9 are primarily engaged 


in that type of practice. It is to be noted that 
only 9 out of the 86 (11%) of those pres- 
ently in practice other than neuropsychiatry 
reported NP training since the war. One of 
those actually served a 3-year residency in 
NP, and is now completing training in pa- 
thology and neuropathology ; another had a 
I-year residency at the Mayo Clinic ; a third 
an 8-month residency in a VA hospital. The 
remaining 6 mention lecture courses or semi- 
nars. Among those who answered “No” 
were several who added comments indicating 
a desire for additional training but a lack of 
time or opportunity for it. 

American Board certification is indicated 
by 35% of the NP group: 7 certified in both 
psychiatry and neurology, 21 in psychiatry 
alone, and 3 in neurology alone. However, 
from personal knowledge and various com- 
ments made on questionnaires it is felt that 
this figure is not all inclusive of those 
certified. 


SuMMARY 


I. Questionnaires were sent to physicians 
who were enrolled in the Navy’s 3 months’ 
intensive training courses in neuropsychiatry 
during World War II. Of the 221 “live” 
questionnaires sent to 36 states and the Dis- 
trict of Columbia there were 189 returns, 
or 86%. 

2. The returns indicate that 103 (55%) 
of the group have continued to date in the 
practice of neuropsychiatry. 

3. About 85% of the group continuing in 
neuropsychiatry indicate almost exclusive at- 
tention to psychiatry while only about 5% 
state their time is given mostly to neurology. 

4. More than two-thirds of the present 
neuropsychiatric group report that the Navy 
training course influenced the nature of their 
present practice. 

5. Ninety percent of the present neuro- 
psychiatric group stated that they found the 
training helpful in their present practice. All 
but one physician in fields other than psy- 
chiatry stated that the training was helpful 
in their present practice—over half of them, 
emphatically so. 

6. Prior experience or training in neuro- 
psychiatry was indicated by 43% of the 
whole group, but detailed analysis of com- 
ments shows that such training was often 
quite limited. About two-thirds (69%) of 
the total group regarded the training as “basic 
orientation.” 

7. Subsequent neuropsychiatric training, 
following demobilization, is reported by 89% 
of the continuing neuropsychiatric group, 
35% of whom indicate Board certification. 


CoNCLUSION 


An intensive short course in neuropsychia- 
try definitely has its effects on a group of 
physicians. In general, it makes them more 
psychologically minded and appreciative of 
the psychiatric aspects of various illnesses 
with which they are confronted. Such a pro- 
gram exerts a distinct influence on the pro- 
fessional careers of the participants. Such a 
course will provide an adequate number of 
Navy neuropsychiatrists to meet a wartime 
emergency, the participants in which follow- 
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ing demobilization will be a source for much 
needed psychiatrists throughout the country. 

This study has led to the further conclu- 
sion that a similar training program could 
readily be instituted and conducted by other 
facilities in need of psychiatric help, and in 


so doing make more physicians think of psy- 
chiatry as a career. Further, various “Foun- 
dations” interested in relieving the tremen- 
dous psychiatric burden that exists in the 
country today might channel their aid to 
such an undertaking. 
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INTRODUCTION 


In 1921 the enactment of the Briggs Law ° 
was acclaimed as an important legislation of 
the year(1) to provide for an investigation 
and impartial psychiatric examination of 
those accused of a serious crime or repeated 
crimes. It was pointed out that this law 
would tend to stop the flow of recidivists to 
penal institutions ; recognize the importance 
of attempting to understand a chronic of- 
fender ; and make available to the courts im- 
partial psychiatric opinion before the state 
had gone to the expense of a trial. Over- 
holser’s(2) comments are well expressed in 
the following quotation: “A wealth of edi- 
torial newspaper comments, from Boston to 
Los Angeles, has been accumulated, and 
many articles in legal journals and treatises 
have praised the principle of the Briggs Law 
in such terms as ‘the most progressive legisla- 
tion on the insanity law and one of the great- 
est steps in the introduction *of medical 
thought into the Law.’” In a recent review 
of the laws to eliminate the batti>.of the ex- 
perts in criminal insanity cases, W2ihofen(3) 
noted that statutes in at least 20 states and the 
Federal Rules of Criminal Procedure now 
expressly authorize the trial courts to appoint 
experts to examine the defendant and make 
a report. Further, in making suggestion for 
an optimum procedure that might be syn- 
thesized to include the advantages of all the 
state laws in the country on this subject, he 
states, in part: “Ideally, of course, the Briggs 
Law device should be extended to cover all 
persons charged with crime. The more lim- 
ited coverage is suggested only to meet the 
objection of expenses.” 


1 Read at the ro8th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

2 Assistant Commissioner of Massachusetts De- 
partment of Mental Health. 

8 Section 100A, Chapter 123 of the General Laws 
of Massachusetts. 
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PREVIOUS PSYCHIATRIC FINDINGS 


Overholser(2), basing his findings on a 
previous study and analysis of annual Briggs 
Law cases, showed that the positive abnormal 
findings varied from 10.6% (1934) to 25.7% 
(1928). Guttmacher’s article(4) on the 
medical aspects of the causes and prevention 
of crime states that a fifth to a third of of- 
fenders show important psychiatric abnor- 
malities. An abstract(5) of a study centered 
on 102 sex offenders of various types at Sing 
Sing states: “Not one man among the 102 
offenders could be classified as normal, either 
emotionally or socially.” In a previous paper 
(6) I reviewed the literature and summarized 
some of the statistical findings in the routine 
examination of the Briggs Law cases. Nine- 
teen percent of the 500 cases reviewed showed 
some mental abnormality. Overholser’s re- 
cent review(7) of the literature establishes 
the fact that there is widespread interest in 
the various aspects of forensic psychiatry, as 
well as appreciable variation in the psychi- 
atric findings of the offenders. 


STUDY OF BRIGGS LAW CASES 


Because of the importance that is attached 
to Briggs Law and because of variations of 
abnormal psychiatric findings reported from 
various sources, it was thought advisable to 
make a study of all the Briggs Law cases 
available in the files of the Department of 
Mental Health of Massachusetts. 

Thirty years have elapsed since the first 
effective operation of this law. During this 
period more than 14,570 cases have come to 
the attention of the Department, as recorded 
in the annual reports. The cases in this study 
were considered under the following head- 
ings: 

1. As to Crime.—All the available records 
of examinations from 1938 to 1951 were in- 
dividually reviewed and all the data tabulated. 
Table 1 shows the types of crimes, distribu- 
tion between the sexes, and the percentages 
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of each crime in 6,092 cases. The crimes ac- 
counting for less than 1% each of the total 
were considered collectively (5.5%). The 
nomenclatures of the crimes are shown as 


higher when the cases are first reported to 
the Department. The final information on 
the doctors’ examination report reduces the 
number of the “unknowns.” 


TABLE 1 


Manslaughter 
Breaking and entering 


Assault with dangerous weapon 
Motor vehicle violation 
Assault to rob 

Forgery 

Assault and battery 


Receiving stolen goods 
Conspiracy 

Escape from confinement 
Unlawful poss. of drugs 
Drunk 

Unknown (not classified) 
Kidnaping 

Violation of probation 
Driving to endanger 
Vagabond 

Cont. to deling. of minor 
Extortion 

Perjury 

Disturbing peace 

Neglect of family 

Nonsupport 

Obt. money under false pret 
Obstructing justice 

Poss. explosives 

Access. after fact—murder 
Access. after fact—transp. liquor 
Oper. steam boiler without license 
Lottery 

Attempting homicide 
Harboring criminal 

Misrep. age, etc., to phys 
Defrauding mail 

Bootlegging 

Impersonation officer 


6,029 63 
(98.7%) (1.3%) 


they were recorded on the examination re- 
port. Where the accused was charged with 
more than one crime, only one crime (usually 
the first one mentioned) was recorded. One 
other comment may be made on Table 1. 
Usually the number of “unknowns” are much 


Because of the present-day special interest 
in sex offenses and the contemplated laws for 
the special examination of such offenders, it 
was felt advisable to specify the sex offense 
in more detail as shown in Table 2. Here 
again the types of sex offenses forming less 


| 
CRIMES 
Sex 
Crimes Male Female Total Yo b 
57 4 61 I. 
| 
I 166 2.7 | 
4 2.1 
3 18 | 
7 
50 Remainder 
I 5.5 
24 ‘ee 
21 
14 ee 
10 2 
10 ee 
9 ee 4 
I 
os 
ee ‘ 
ee 
ee 
ee 
ee 
oe : 
ee 5 
ee 


488 


MENTAL ABNORMALITIES IN CRIMINALS 


[Jan. 


than 1% of the total were considered collec- 
tively (4.2%). 

2. As to Opinion.—Of the 6,092 cases re- 
ported above, 17 of these were not used be- 
cause the accused refused examination, and 


Lewd and obscene pictures 

Indecent exposure 

Illegitimacy 

Intercourse with feeble-minded woman 


is not suffering from any mental disease or 
defect that would affect his criminal respon- 
sibility. The opinions expressed in the re- 
maining 1,252, or 19% of the 6,591 cases, 
were classified as follows: definitely psy- 


213 
144 
68 
67 
36 
28 
26 
12 
6 

5 

3 

3 

2 

2 

2 

2 

I 
620 


607 13 
(97.9%) (2.1%) 


TABLE 3 


ReEsu.ts oF Briccs Law EXAMINATIONS 


No mental 
abnormality Psychotic 


A 


the examiners did not express an opinion in 
these cases. To the remaining 6,075 cases 
were added the results of psychiatric exam- 
inations of the 516 murder cases examined 
between 1921 to 1938 under this law, making 
a total of 6,591 cases used in this study. In 
5,339, or 81%, the reports were to the effect 
that, in the examiner’s opinion, the accused 


symptoms 


Mental 
Feeble- 


Border- 
minded i 


line 


3 
103 
100 

61 
33 
27 
19 

5 

7 

2 


361 53 17 
chotic, 82, or 1.2% ; examiners recommended 
observation in a mental hospital because of 
mental symptoms in 403, or 6.1%; feeble- 
minded in 361, or 5.5% ; border-line 353, or 
5.4% ; and other conditions (psychopathic, 
sexual) 53, or 0.8%. All these findings in 
various age groups are shown in Table 3. 
Other facts of interest are noted on the 


TABLE 2 
Sex Orrenses 
; Crime Male Female Total % 
3 Sex Offenses 
2 34.3 
Sodomy—unnatural 68 II. 
Abuse of female & 10.8 
12 73 63 I 
30 6 2 
4 
if 
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perusal of this table. Of the 17 who refused 
examination, 14 refused to give their ages. 
The oldest offender examined was 88 years 
old; the youngest was 13. The number of 
the youngest offenders is small because of 
the provisions of another Massachusetts state 
law.* 

3. As to Analysis and Comparison of the 
Findings.—The positive mental findings 
based on the Briggs Law examinations of the 
accused would indicate that those accused 
of crimes show greater percentage of mental 
deviation, defect, abnormality, and mental ill- 
ness than the general population. For in- 
stance, the population of Massachusetts is 
4,600,000. The number of committed psy- 
chotic patients is 25,000 or 0.54%, as against 
1.2% in the study group. Even if some allow- 
ance were made for those who might be com- 
mittable as psychotic but are free in the com- 
munity, still the incidence of psychotics in the 
general popula‘‘on would not be as high as 
shown in this study. 

Again, it may be noted that the rate of defi- 
nite feeble-mindedness in this study is 5.5% 
whereas estimates have been made placing 
the number of mental defectives in the gen- 
eral population at approximately 2% (8). 

The positive findings in this study must be 
taken as minimal because the examiners are 
not required to make a diagnosis. They are 
required to report their medical-legal opinion 
only, as to whether or not the accused is 
suffering from any mental abnormality that 
would affect his criminal responsibility. Un- 
der the heading of “other conditions” there 
were only 53 cases or 0.8%. Included under 
this heading were conditions such as “psy- 
chopathic,” “sexual psychopath,” as recorded 
on the examination report. Usually psychop- 
athy is not recorded as such because psy- 
chopaths are held responsible for their acts. 


GENERAL CONSIDERATIONS 


The following criticisms of the Briggs Law 
are to be noted. (1) Noncompliance with 


4 Section 74, Chapter 119, G. L. 

Criminal proceedings shall not be begun against 
any child between seven and fourteen years of age, 
except for offenses punishable by death or imprison- 
ment for life, unless proceedings against him as a 
delinquent child have been begun and dismissed as 
required by section sixty-one. 


the Briggs Law does not invalidate the trial. 
(2) Disposition of the cases need not be post- 
poned until an examifiation can be made. (3) 
Some defendants, on bail, do not come in for 
examination when requested, or at times the 
arrangement made by the court for the ex- 
amination is such that the examiners and the 
accused cannot convene at the right time and 
right place. For the percentage of cases re- 
ported but not examined, see Table 4. (4) 


TABLE 4 
Cases Reportep sUT Not EXAMINED 
Fiscal year 
ending No. cases No. cases Yn not 
June 30 reported not examined examined 
533 74 13.9 
488 39 8. 
ORE 613 71 11.6 
817 80 9.8 
2,941 342 11.6 


The prisoner may come to the examination 
room, but he may refuse examination. (5) 
Nothing in the law prevents the defendant 
from hiring his own experts in an attempt 
to contest the finding of sanity by the 2 psy- 
chiatrists assigned by the Department. 

Against all such minor criticism one may 
safely make a few appropriate comments: 
(1) The battle of the experts has been a rare 
occasion in Massachusetts since the passage 
of the Briggs Law in 1921. (2) These criti- 
cisms attest to the proper flexibility of the 
law so that the defendant may not feel that 
his inalienable rights are taken away from 
him. (3) It allows the courts to show im- 
partiality—to the opinions of the experts. (4) 
The referral of the case is statutory and auto- 
matic. It does not leave the initiative for 
such examination to a defendant who may be 
mentally sick, helpless, uninformed and who 
may have had no counsel and in whose case 
mental illness had not been suspected or rec- 
ognized. 


SUMMARY | 


1. The Briggs Law is a state law of Mas- 
sachusetts, providing for automatic examina- 
tion of those who are accused of a serious 
crime or repeated crimes. 

2. Since its first effective operation in 1921, 
there have been 14,570 cases reported for 
examination. 


= 

a 

| 

a 

3 

2 

| 

| 
Al 


490 


MENTAL ABNORMALITIES IN CRIMINALS 


[Jan. 


3. Opinions expressed in 6,591 cases have 
been studied, investigated, and tabulated ; 
19% showed some mental abnormality. 

4. Incidence of mental abnormality is 
greater in the criminal population than in the 
general population. 

5. General comments relative to the opera- 
tion of the law are made. 
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Although recent progress in genetic in- 
quiries into the etiology of psychiatric dis- 
orders may not have substantially pushed 
back the frontiers of psychiatry during the 
past year, there was a trend toward formal- 
ized recognition of established principles and 
research procedures of psychiatric genetics. 
Appreciable efforts were made to find accept- 
able solutions to complex pathogenetic prob- 
lems of behavior deviations through broad 
interdisciplinary approaches. There seemed 
to be a growing realization that “in order to 
understand the etiology of abnormal behav- 
ior we must understand the biology of human 
health, and in order to understand the basic 
principles of health and to attain or preserve 
a healthy way of life, we must delve into the 
substratum of gene action as well as into the 
subconscious” (1). 

The development toward cooperative re- 
search and guidance activity in the province 
of psychiatric genetics was reflected, for one 
thing, in the selection of the subject of the 
1952 Salmon Lectures (Heredity in Health 
and Mental Disorder) delivered by this re- 
viewer. It was also indicated by comprehen- 
sive publications such as The Biology of 
Mental Health and Disease of the Milbank 
Memorial Fund(2), the second edition of 
Recent Progress in Psychiatry(3), and the 
16th Cold Spring Harbor Symposium on 
Genes and Mutations(4). Moreover, there 
were many fine biologically oriented contribu- 
tions to interdisciplinary symposia, especially 
those of the American Psychopathological As- 
sociation on “Depression” (in press), the 
New York Academy of Sciences on World 
Population Problems and Birth Control(5), 
the Eastern Biometric Society on “Human 
Population Genetics” (in press), and of the 
American Society of Human Genetics on 
several topics of special psychiatric interest 
(6), including Jervis’ report on “Genetic 
Factors in Mental Deficiency,” and this re- 
viewer’s address on “Human Genetics as a 
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Science, as a Profession and as a Social- 
Minded Trend of Orientation,” along the 
lines of some of his other publications(7- 
10). Similar trends were apparent in the 
Atlantic City round table on “Psychiatric 
Guidance in Problems of Marriage and Par- 
enthood”(11), and in a large series of ge- 
netic textbooks and monographs, notably 
those of Dunn and others(12-15) on general 
topics, and those of Benda and others(16- 
Ig) on specialized medical subjects. 

The genetic problems of growth, instinct, 
and behavior were competently dealt with 
(20-23) while Kretschmer’s popular mono- 
graph Kérperbau und Charakter appeared in 
its twentieth edition. The following reports 
were added to the outstanding Scandina- 
vian series of medico-genetic monographs: 
Borberg’s on the genetic aspects of tuber- 
ous sclerosis and neurofibromatosis(24), 
Brandt’s(25) and Levison’s(26) on pro- 
gressive muscular atrophies and dystrophies, 
respectively, and that of Sjogren et al.(27) 
on the genetics of Alzheimer’s and Pick’s 
diseases. Finally, 3 new European periodi- 
cals devoted to medical genetics were pub- 
lished under the editorship of Gedda in Rome 
(Acta Geneticae Medicae et Gemellologiae), 


. Giordano in Padua (Folia Hereditaria et 


Pathologica) and Franceschetti in Geneva 
(Journal de Génétique Humaine). Perhaps 
it was a reflection of the turbulence of our 
times that the death on October 22, 1952, of 
Professor Ernst Riidin, one of the founders 
of psychiatric genetics, went practically un- 
noticed. 

Numerous reports in the past year dealt 
with the etiology of schizophrenia—the type 
of psychosis in regard to which Riidin made 
his outstanding contribution in the early part 
of this century—and most of them tended to 
support the genetic theory of this disease. 
Some examples were the studies of Oltman 
et al.(28) on the frequency of broken homes 
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in schizophrenic and normal family units, of 
Modonesi(29) on Rorschach findings in rela- 
tives of schizophrenics, of Knoll(30) on the 
families of patients with paranoid psychoses 
in the involutional period, and the anthropo- 
metric investigations of Elsasser(31), Szew- 
czyk(32), and Kline and Oppenheim(33). 

The genetic aspects of “neurotic person- 
ality factors” were explored by Eysenck and 
Prell(34) by means of a carefully planned 
twin study (25 pairs each of the one-egg and 
two-egg varieties), in which neuroticism 
was defined as a factor extracted by fac- 
torial analysis from a battery of personality 
tests. This neurotic factor was assumed by 
the investigators to be a biologic unit based 
largely on heredity (80% of individual dif- 
ferences observed). Other interesting twin 
observations were reported(35-40) on such 
diversified subjects as microcephaly associ- 
ated with porencephaly, epilepsy, Paget’s 
disease, and various methodologic aspects of 
the twin study method. 

In the field of population dynamics, far- 
reaching significance was attached to Jala- 
visto’s study on the inheritance of longevity 
(41) ; the work of Fraser and Fainstat on 
various causes of congenital defects(42) ; 
Snell’s theory concerning the importance of 
hybrid vigor in the rise of civilized popula- 
tions(43) ; the investigation of McElroy and 
Swanson into the mechanism of mutational 
processes(44) ; and Sieve’s preliminary re- 
port on a safe and reliable antifertility drug, 
phosphorylated hesperidus, which can be 
given orally and apparently taken indefinitely 
without toxic effects or permanent inhibition 
of fertility(45). Of specialized medico- 
genetic interest were the studies of Neel (46) 
and Falls and Neel(47) on the inheritance of 
sickling and retinoblastoma, and Penrose’s 
theory of fetal susceptibility to mongolism 
being a simple recessive trait with a gene 
frequency as high as 1 in 5 but with a pene- 
trance as low as I in 27, bringing the inci- 
dence of the trait to about 1 in 600 births 
(48). According to this theory, maternal 
age factors would control the expression of 
the trait, and penetrance tend to be greater 
when the mother is herself homozygous for 
the gene and potentially, but not actually, a 
mongoloid. 
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Certain broad new fields of investigation 
are discussed in the literature of the past 
year. Experiments offer the possibility of 
controlling glial proliferation in injured por- 
tions of the central nervous system, thus 
permitting the regeneration of severed con- 
duction pathways. Windle and his associ- 
ates(1, 2) have found a substance that favors 
regeneration in the transected spinal cord of 
cats and dogs. Anatomical regeneration as 
early as 30 days after operation occurred in 
at least 75% of animals in which therapy 
with a bacterial polysaccharide (pyromen) 
was instituted at the time of surgical transec- 
tion. This therapy led to inhibition of glial 
scarring and proliferation of a loose matrix 
at the site of transection. Sprouting neurones 
usually traversed the lesion along the proc- 
esses of reticular cells. Electrophysiologic 
studies demonstrated conduction in the lateral 
columns across the site of transection. There 
appeared to be restitution of 12% to 25% of 
fibers stimulated in these tracts. Close ap- 
proximation of the ends of the severed cord 
at operation was related to the degree of 
structural and functional recovery. Using 
pyromen therapy the central stump of the 
severed temporal branch of the facial nerve 
was implanted into the temporal cortex. The 
peripheral nerve fibers and neurones of the 
cortex intermingled indistinguishably. The 
astrocyte barrier is the most important factor 
in preventing successful regeneration in the 
central nervous system. Freeman(3) work- 
ing on similar problems found a high per- 
centage of functional regeneration. Bailey (4) 
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has used pyromen in a variety of neurological 
disorders of the patient to inhibit glial forma- 
tion in lesions of the nervous system. This 
work is still in the early experimental stage. 

Another significant experimental study 
dealt with cerebral changes produced by 
multiple minute emboli. There is a growing 
feeling among neurologists that certain ob- 
scure neurological diseases are related to 
vascular changes. Swank and Hain(5) stud- 
ied the effect of microscopic-sized emboli 
upon the cerebral vascular system and paren- 
chyma. These small emboli produced micro- 
infarcts and areas of demyelination in which 
a visible number of axis cylinders remained 
and a piloid gliosis resulted. Certain an- 
esthetics appeared to facilitate the movements 
of emboli through the blood vessels. Fever 
seemed to relax the vascular system and 
allowed the emboli to pass even more rapidly. 
The emboli caused increased permeability of 
the vessels to trypan blue. This occurred first 
in the arterioles and then in the venules. 
Later marked distortion and irregularity of 
the diameter of the lumen of the cerebral 
arterioles was seen, possibly on the basis of 
perivascular glial changes. The constrictions 
of the lumen of the vessels may be of patho- 
logic significance. Fowler and Zeckel(6) 
suggested that Méniére’s syndrome is a psy- 
chosomatic disorder, occurring in association 
with vascular phenomena in the labyrinth. 
Patients with a certain predisposed person- 
ality type react to emotional tensions by the 
development of vascular spasm with sludging. 
In support of this theory they published 
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photographs of the ocular fundi showing 
spasm of the blood vessels in the retina. 

There has been great interest in the painful 

phantom limb and the papers by Kolb and 
his associates(7-9) have contributed enor- 
mously to the understanding and treatment 
not only of pain in amputees but also of many 
other chronic painful conditions. Cron- 
holm(10) studied the factors that influence 
the occurrence and properties of the phantom 
limb. Bors(11) discussed phantom limbs in 
patients with spinal cord injury. There is no 
telescoping effect or shrinkage of the phan- 
tom as in the amputee. The surgical approach 
to the relief of pain has often been unsatis- 
factory owing to the fact that it is based on 
a faulty hypothesis. It assumes that pain 
stimuli are carried in nerve bundles as water 
runs in pipes and that section of the nerve 
pathway will relieve the pain. One of Kolb’s 
patients had 27 operations without relief and 
subsequently became a morphine addict. 
Within a year White(12) recommended 
chordotomy for the control of pain in the 
phantom and Erickson et al.(13) discussed 
removal of the postcentral cortex for the 
same purpose. Kolb showed that the per- 
sistent complaint of pain as it occurs in many 
chronic diseases has a phobic and compulsive 
character and thus a significant psychologic 
meaning in terms of the personal and social 
life of the patient. In order to understand a 
patient’s problem of pain it is necessary, 
therefore, to distinguish between a complaint 
of pain which often represents dread, anxi- 
ety, and apprehensive anticipation of pre- 
viously experienced sensation of pain, and a 
perceived painful sensation. The complaint 
of pain may become a symbol for an associ- 
ated painful emotional state. Kolb found 
certain special problems in the group of 
amputees. Many of them were concerned 
about the disposal of the extremity that had 
been removed. An unusual number had pre- 
viously been closely associated with other 
amputees. Kolb has used his understanding 
to obtain clinical improvement in patients 
with pain following recent amputation. 

The year’s literature adds certain new in- 
formation concerning multiple sclerosis. Mil- 
ler(14) found that approximately half of the 
patients with multiple sclerosis became ill 
before the age of 25 and less than 10% at 
the age of 40 or over. In older patients the 


early exacerbations occur at shorter intervals 
than in younger patients and the disease is 
more likely to be steadily progressive. Spas- 
tic paralysis is more likely to occur in patients 
with advanced age of onset; cerebellar dis- 
turbances are more frequent at an early age 
of onset. The disease is seldom disabling be- 
fore it enters a steadily progressive stage. 
Older patients become disabled after a 
shorter duration of illness than do younger 
ones. Alexander(15) has developed a scor- 
ing method for the quantitative evaluation of 
neurologic involvement and disability in mul- 
tiple sclerosis. This quantitative approach 
permits objective evaluation of the course of 
the disease in time, with or without therapy, 
both in individuals and in groups. Mil- 
ler(16) found no evidence that pregnancy, 
occurring during a regressive or stationary 
stage of multiple sclerosis, will have any det- 
rimental effect. Cogan et al.(17) showed 
that paralysis of both medial rectus muscles 
on attempted conjugate lateral gaze without 
other evidence of third nerve paralysis is an 
entity known as internuclear ophthalmo- 
plegia. It is relatively common and almost 
invariably due to multiple sclerosis. 

Many papers deal with the aging brain. 
Eros(18) found that the primary changes of 
the arteries in cerebral arteriosclerosis are 
alterations in the elastic tissue. One type is 
characterized by a primary proliferation of 
the elastica ; another by primary degeneration 
of the constitutionally hypoplastic elastica. 
Freyhan and Woodward(1g) stated that 
senile psychoses are associated with a signifi- 
cant reduction in the cerebral oxygen utiliza- 
tion on the basis of increased cerebrovascular 
resistance and its resultant significant reduc- 
tion in blood flow through the brain. Alman 
et al.(20) found that cerebral blood flow and 
oxygen utilization were not significantly in- 
fluenced by histamine. Cerebral vascular re- 
sistance was moderately reduced by this drug. 
Simon et al.(21) stated that the lipoprotein 
levels of a group of patients diagnosed as 
psychoses with cerebral arteriosclerosis dis- 
play little significant difference from a group 
of normals of similar age. Gregory(22) 
treated the psychoses of senility with nico- 
tinic acid and reported favorable results. 
Fisher (23) described a case of severe senile 
dementia in which post-mortem examination 
revealed a virtually complete occlusion of the 
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cervical portion of both internal carotid ar- 
teries. Elvidge(24) described the syndrome 
resulting from thrombosis of the internal 
carotid artery. Swanson(25) stated that 
cerebral arteries respond to disease or injury 
by spasm distal to the damaged area. Efforts 
should be made to overcome the spasm and 
diminish irreversible cerebral changes. Twit- 
chell(26) studied restoration of motor func- 
tion following hemiplegia. The steps in 
recovery begin with simple and then more 
complex proprioceptive reactions. These be- 
come modified by contactual reactions each 
of which is soon adapted to the purpose of 
the will. Poppen et al.(27) stated that the 
production of brain stem hemorrhage is, in 
most instances, associated with a supraten- 
torial expanding lesion and a tentorial pres- 
sure cone. Usually there is also a foramen 
magnum pressure cone. The pressure cones 
cause blockage of venous drainage of the 
brain stem with resulting hemorrhage. Ep- 
stein(28) described primary massive pontine 
hemorrhages occurring as a terminal event 
in patients with severe hypertensive vascular 
disease. The clinical picture is characterized 
by sudden onset, deep coma, bilateral neu- 
rologic signs, and rapid fatal issue. Can- 
non(29) showed that subtentorial lesions of 
the brain often produce hemorrhages in the 
pons and midbrain, most frequently in the 
dorsal portion, often exte:.ding in the direc- 
tion of surrounding fiber tracts and occasion- 
ally the course of penetrating vessels. 

In the field of muscular diseases significant 
studies of endocrine function have been made 
in patients with dystrophia myotonica. Nad- 
ler et al.(36) reported endocrine changes in 
3 cases of dystrophia myotonica consisting of 
increased urinary secretion of gonadotropin, 
aspermatogenesis, small testes, and decreased 
urinary secretion of 17-ketosteroids. This 
was thought to be associated with primary 
dysfunction of the semeniferous tubules, the 
function of the Leydig cells being normal or 
slightly disturbed. Den Hartog Jaeger(31) 
suggested that pronounced abnormality of 
the hypophysis is the primary cause of the 
pathologic changes in dystrophia myotonica. 
He found an increase in the basophil cells and 
decrease of the eosinophil cells of the hypoph- 
ysis. He also o> served moderate secondary 
retrograde changes in the motor ganglion 


cells of the cord and especially in the facial 
nucleus of the medulla. Arieff and Kirsch- 
baum (32) found that electrical reactions and 
electromyography in dystrophia myotonica 
show accommodation abnormalities resem- 
bling denervated muscle. Orr and Minot (33) 
developed a method to detect and identify 
ribose in the urine. Patients with progres- 
sive muscular dystrophies, myotonia con- 
genita, and amyotonia secrete d-ribose in the 
urine. Sherman and Boshes(34) reported 
weakness of the bulbar muscles in certain 
cases of muscular dystrophy. Reese(36) 
studied the effect of a 10-day course of intra- 
muscular ACTH in 7 patients with dystro- 
phia myotonica. In all cases the injections 
produced a marked feeling of well being. 
The disorder was not markedly improved. 
Torda and Wolff(37) produced partial re- 
mission of long duration in 10 of 15 cases of 
myasthenia gravis by administration of 500 
mg. of ACTH. 

Bakay(38) pointed out that radioactive 
isotopes are being used with increasing fre- 
quency to localize brain tumors. There is a 
higher concentration of some isotopes in the 
tissue of the neoplasm than in the normal 
brain. Bakay injected radioactive phosphorus 
into rabbits by intravenous and intracisternal 
routes. The maximal concentration in the 
brain was reached 12 to 24 hours after in- 
travenous injection and 30 to 60 minutes 
after intracisternal injection. At maximal 
concentration the phosphorus deposit was 20 
to 50 times as high after intracisternal in- 
jection. More phosphorus concentrated in 
the pituitary gland after intravenous than 
after intracisternal injection. Sweet(39) has 
studied the utilization of isotopes in the 
management of intracranial tumors. 

Psychiatrists have been unusually inter- 
ested this year in studying drugs that produce 
or alleviate abnormal emotional states. Sack- 
ler et al.(40) gave a summary review of 
biochemotherapeutic developments in psy- 
chiatry. In another review Lindemann and 
Clarke(41) considered modifications in ego 
structure and personality reactions under the 
influence of drugs. Rome and Braceland (42) 
studied the psychological response of patients 
to ACTH and cortisone. They stated that the - 
mood is invariably changed in the direction of 
elevation. Lidz(43) found that euphoria oc- 
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curred only in patients who showed striking 
therapeutic improvement. Brody(44) sug- 
gested that the particular psychodynamics of 
the individual personality play a considerable 
part in determining the emotional response 
that will be elicited by treatment with corti- 
sone and ACTH. Cleghorn(45) reported a 
70% incidence of mood deviation among 156 
patients receiving ACTH or cortisone for a 
wide range of mental conditions. He felt 
that euphoria was probably effected metaboli- 
cally rather than psychologically. Savage 
(46), Rinkel et al.(47), and Hoch et al.( 48) 
have studied the effect of lysergic acid. This 
drug produces psychotic phenomena and al- 
terations of autonomic function. 
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ELECTROENCEPHALOGRAPHY 
W. T. LIBERSON, M.D., Px. D., Hartrorp, Conn. 


The second volume of the Gibbs’ Atlas of 
Electroencephalography(1) deals with epi- 
lepsy. It is graciously dedicated to Dr. Wil- 


liam Lennox and contains a wealth of new 
information. Another new book, Diagnostic 
Electroencephalography, by Strauss and as- 
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sociates combines a comprehensive review of 
the pertinent literature with a summary of 
10 years of personal experience(2). Several 
general reviews have been published (3-6). 


TECHNIQUES AND METHODS 


” 


A new “spaciograph” was demonstrated 
(7). This equipment permits one to obtain 
a rapid succession of tracings representing 
the profiles of the brain potentials considered 
versus space (along a chosen line on the sur- 
face of the scalp) instead of traditional re- 
cordings of potentials versus time. The use 
of DC amplifiers has been rewarded by the 
disclosure of the long-lasting steady poten- 
tials (1-4 seconds) following strychnine 
spikes(8) as well as of the occipital oscilla- 
tions synchronous with moving objects in the 
visual fields(g); the use of multi-channel 
cathode ray oscillograph, by a better analysis 
of after-discharges(10). 

The use of the stroboscope triggered by 
the subject’s electroencephalogram increases 
significantly the diagnostic possibilities(11, 
12). A new method of photic “driving” has 
been developed(13): a rhythmic change in 
the size of a dimly lighted geometrical form 
instead of an intermittent change in the 
brightness of the light. Intermittent auditory 
stimuli have been also used for the detection 
of musicogenic epilepsy(14). Various sleep- 
inducing drugs have been used (Dormison, 
15; Chloralose, 16; Paraldehyde, 17). How- 
ever warnings were voiced against an in- 
discriminate use of sedation(18, 19) par- 
ticularly in children below 5 years of age, as 
the sedative may change the tracing. Methods 
of the electrophysiological studies of sub- 
cortical areas in chronic animals and in man 
were described (either directly through im- 
planted electrodes(20) or by a wireless ex- 
citation (21 ; see also 22 and 23). 


Basic RESEARCH 


ACTIVATING RETICULAR SYSTEMS 


1. The remarkable past descriptions of a 
neuronal core in the mediocephalic portions 
of the cat’s brain, the excitation of which 


arouses a sleeping animal and desynchronizes_ 


the electrocorticogram has been confirmed in 
monkeys(24, 25). Stimuli applied to the 
sensory nerves activate these areas through 


the collateral fibers emerging from the cor- 
responding sensory tracts. Destruction of this 
core is followed by a comatose state(26). 
These structures must play an important role 
in awareness and attention. 

2. A high-amplitude rhythmic 10-30-per- 
second activity, which may last for hours, 
was observed in rhombencephalon(27, 28) 
of cats and monkeys following the intrave- 
nous or topical strychninization. Electric cur- 
rent and nitrogen mustard may produce an- 
alogous effects. The existence of a reticular 
internuncial system common to cerebellum, 
brain stem, and spinal cord, responsible for 
this activity was suggested. The electro- 
corticogram was occasionally depressed dur- 
ing cerebellar discharges. Conversely, cor- 
tical convulsant activity could prevent in 
certain cases the appearance of a paroxysmal 
rhombencephalogram. Thus, a mutual an- 
tagonism between 2 systems could be con- 
sidered. 


RHINENCEPHALON 


The uncal region and the tip of the tem- 
poral lobe have been found to have a low 
threshold for after-discharge in man(29, 30). 
A contralateral spread of this after-discharge 
stresses the epileptogenic vulnerability of 
this area, and explains the frequency of 
“temporal epilepsy”(31-34). Other struc- 
tures of the rhinencephalon were shown also 
to have a low epileptogenic threshold(35, 
10). On the other hand, a recent disclosure 
of a specific relationship in man’s uncal re- 
gion to consciousness(36) was confirmed 
(37), the area being shown to involve also 
the subcallosal region and the insula. A 
stimulation of the amygdaloid nucleus in 
animals produces changes in behavior as- 
sociated with electrical manifestations( 38, 
39) (sleep-like states, attention, rage). It is 
not surprising that this area, having rich 
connections with the diencephalon, may prove 
to be one of the most significant focal struc- 
tures related to behavior, either normal or 
pathological. 


DRUGS AND STRESS 


In cats injected with subthreshold doses of 
strychnine, anoxia produces bilateral syn- 
chronous convulsive discharges of subcortical 
origin (mostly hypothalamus)(40). This 
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could be interpreted as a manifestation of a 
cortico-subcortical disbalance. Thus, a de- 
crease of the cortical activity would favor a 
hypothalamic-cortical “upward discharge.” 
Another report shows that stress-inducing 
drugs or conditions (insulin, epinephrine, 
and hypoxia) produce, in cats and monkeys, 
a selective increase of the electrical activity 
in the posterior hypothalamus that is inter- 
preted as the factor activating the pituitary- 
adrenal system. Administration of ACTH 
reduces a spontaneous hypothalamic response 
(41). The slowed EEG of the adrenalecto- 
mized rat is restored by ACE and by preg- 
nenolone but not by DOC. These findings 
were correlated with changes in blood flow 
and oxygen consumption(42). Thyroidec- 
tomized rabbits show significantly prolonged 
after-discharges following a cortical stimula- 
tion; these discharges are increased by 
intravenous adrenalin and decreased by 
Yohimbine (43, 44). Intravenous DFP (cho- 
linesterase inhibitor) usually evokes seizure 
patterns in different areas of the brain of 
rabbits in the following order(45) : thalamus, 
caudate nucleus, limbic cortex, and motor 
cortex. Simultaneous activity is often ob- 
served in the thalamus together with the 
limbic cortex and in the caudate nucleus 
together with the motor cortex. Topical ap- 
plication of acetylcholine on the human 
cortex produces paroxysmal discharges(46). 
A dissociation of the responses of the cortex 
and various subcortical areas in response to 
the inhalation of CO, was noted in another 
report(47). Periodic suppression of electri- 
cal activity was observed in man during in- 
halation of CO,(48). Intracarotid Metrazol 
in barbiturated cats often produces wave- 
and-spike formations in the homologous cor- 
tex while intravertebral Metrazol produces 
only rarely such a pattern(49). It was con- 
cluded from this study that it is unlikely that 
in the cat the thalamus is particularly con- 
cerned with the production of wave-and- 
spike discharges (see also 50 and 51). 


EpiLepsy AND MENTAL FUNCTIONS 


The effects on the electroencephalogram 
of the flickering light and of an intermittent 
sonic stimulation were studied in regard to 
both epilepsy and emotional disorders. 


EPILEPSY 


Photic stimulation in the metrazolized ani- 
mal is followed by a period of fluctuating 
facilitation oscillating with frequency of the 
order of 10 per second, the whole cycle last- 
ing for about one-third of a ‘second(52). 
If repeated pairs of stimuli are applied in 
metrazolized animals and man at a frequency 
of 3 per second, wave-and-spike formations 
appear in the cortex (frontal as well as oc- 
cipital) (53). The same phenomenon occurs 
where auditory stimuli are used(54). In the 
light of these studies, wave-and-spike dis- 
charges express an oversynchronized re- 
sponse of the neuronal systems to the ade- 
quate parameters of stimulation, the optimum 
stimulus frequency being about 3 per second. 

With higher frequencies (optimal fre- 
quency: 15 to 20 per second), bilaterally 
synchronous spikes appear in the central and 
frontal areas ; they are associated with myo- 
clonic jerks. These spikes should be dif- 
ferentiated from the muscle artefacts origi- 
nating in the orbicularis oculi(55). The 
appearance of epileptic response in the an- 
terior cortex is considered to be due to a 
sudden “irradiation” through the reticular 
diencephalic system(56). However, the pres- 
ence of the motor cortex is critical for such 
radiated response(57) (see also 58, 59). 
Thus, the presence of a low diencephalic 
threshold and of a susceptible cortex may be 
essential for the genesis of reflex epilepsy 
and, one may state, of any other type of 
epilepsy with an obscure focal onset. It is 
significant that the specific studies reveal a 
diffuse sensitization of the cortex to Metrazol 
in epileptic monkeys with epileptogenic foci 
due to the implanted pellets of alum cream 
(60). A summary of electroencephalographic 
research in epilepsy during the past decade 
was published(19, see also 61). 


MENTAL FUNCTIONS 


An extensive study has been made in the 
detection of anxiety by the effects of flicker- 
ing light under normal and stress conditions 
(62, 63). The presence of second harmonics, 
susceptibility to fast frequencies, and a fre- 
quency of induction of subjective sensations 
of dysphoric nature were correlated with 
anxiety. In psychiatric patients, subjective 
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feelings may take the form of previously 
experienced symptoms. On the other hand, 
correlations between the verbalizations of the 
patient and the Rorschach findings were stud- 
ied(64, see also 65). Another analogous 
report suggests that these methods may be 
used for therapeutic purposes with selective 
frequencies of flicker (66). 

On the other hand, auditory stimuli applied 
during sleep were found to be followed by 
bursts of “positive spikes” in patients with 
psychopathic behavior(67). Also, appro- 
priate verbal stimuli in obsessive patients 
with spike discharges produce effective 
changes related to focal EEG abnormalities 
(68). Such spikes were observed in a great 
number of psychotic patients(69, see also 
70). 

Thus the refinement of the “functional 
electroencephalography” (during stimulation 
and sleep) bears new promise for future 
investigation of mental patients. 

Hixon’s symposium has finally appeared 
(71). Together with Ashby’s challenging 
monograph, Design for a Brain(72), this 
“most important thing’(73, see also 74, 
75) leads the reader into a fascinating search 
for an electronic model of the robot-en- 
cephalon that exhibits an “adaptive be- 
havior.” Electroencephalographers will like 
this robot ; it has a simple electroencephalo- 


gram. 
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In last year’s review of this field(19) 
progress was suggested to follow several 
major lines of ideological development: a 
renewed interest in perception ; communica- 
tion with a special endeavor toward con- 
ceptualizing the events of communication 
according to mathematical models; group 
behavior and affect; and the relationship 
between the individual and his cultural en- 
vironment, which for some time to come may 
well be psychology’s foremost methodological 
and systematic problem. The suggestion was 
made in that review to regard clinical psy- 
chology as an integral part of psychology as 
a whole; a subject matter by virtue of spe- 
cific problems (the study of patients, or of 
people at large in the complexity of their 
normal interaction with others) ; of specific 
techniques useful for that purpose (diagnos- 
tic psychological techniques or “tests”), and 
of a cumulative adaptation to that whole 
orbit (clinical experience), but not a field by 
itself, or a “science” of its own. As before, 
it seems important to emphasize that what- 
ever clinical psychology has to offer derives 
from psychological theory and sometimes 
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from its more esoteric recesses; while, in 
turn, the observations that clinical psycholo- 
gists are making in the complexity of inter- 
action provide psychology as a whole with 
material for extensions of its theoretical 
framework. 

The following review will limit itself to a 
number of books that appear characteristic 
for the progress of psychology as the science 
of behavior, or, as I would prefer to call it, 
the science of behavior and experience. Im- 
plied in either definition is the need to con- 
sider contributions from other fields of social 
science, which incidentally add to the under- 
standing of personality as much as psychol- 
ogy does. The selection is also made with a 
view to its significance for psychiatry. After 
a period of self-conscious empiricism psy- 
chologists seem to become increasingly con- 
cerned with a systematic framework for 
their efforts that might encompass a multi- 
tude of approaches and viewpoints in one 
systematic theory. This goal seems not yet 
at hand. In the meantime, progress can be 
noted in recognizing the need for an exam- 
ination of the assumptions on which so much 
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experimentation has been based in terms of 
theoretical models and even of such general 
considerations as are suggested by the philos- 
ophy of science. Marx(10) brings together 
a good collection of present-day writing in 
psychological theory. Helson’s(5) volume is 
more ambitious. It gathers up a number of 
contributions concerning individual subjects 
of psychology with a view to the theoretical 
implications of the methods and concepts 
peculiar to that subject. There are chapters 
on personality, feeling and emotion, thinking, 
intelligence, fatigue and efficiency, learning, 
and many others. The new Handbook of Ex- 
perimental Psychology(17) will be indis- 
pensable for any more serious investigation 
in the traditionally “experimental” subject 
matters of psychology. 

Humphreys reviewed and evaluated what 
experimental psychology has learned about 
thinking(6) in a scholarly monograph. The 
effect of cerebral mechanisms on behavior 
was the subject of a symposium that brought 
together some of the best known experts in 
this field. The proceedings were reported by 
Jeffress(8). Von Neumann, McCulloch, 
Lashley, Kluver, Kohler, and Halstead con- 
tributed papers, which were discussed and 
augmented by others. 

The most decisive problem of present-day 
psychology probably lies in the relationship 
of collective, group-derived to individual- 
dynamic and developmental concepts. An at- 
tempt to clarify their relationship is presented 
by Parsons and Shils(12) in a collection of 
papers to which, beside the 2 authors, All- 
port, Kluckhohn, Murray, Sears, Sheldon, 
Stouffer, and Tolman contributed. Arising 
from the principal framework of sociology, 
Parsons’ The Social System(11) offers a 
synthesis of sociology and psychoanalytic 
ideas that should have effect also on formu- 
lations in the theory of personality. A chap- 
ter in this book on the sociology of medicine 
will be of special interest to the readers of 
this JouRNAL. In a different perspective a 
compendium on content analysis by Berelson 
(3) summarized and organized a technique 
associated with the new specialty of com- 
munications research, which again because of 
its interdisciplinary scope applies to many 
psychiatric and psychological subjects, such 
as that of covert trends in written documents, 
or of the interpretation of responses to pro- 


jective tests. Pollak’s Social Science and 
Psychotherapy for Children(13) demon- 
strates the practical import of sociological 
and anthropological concepts in psychother- 
apy in the procedures of a child guidance 
clinic. This book does a good deal more for 
the practical integration of sociological con- 
cepts into psychiatric work than most of the 
theoretical urging toward such a union in 
recent treatises. The large and complex 
armamentarium of social research is pre- 
sented in methodological detail by Jahoda, 
Deutsch, and Cook’s Research Methods in 
Social Relations(7), thus providing the re- 
search worker with another useful handbook. 

Specifically in the field of clinical psychol- 
ogy (as defined before) a textbook in the 
form of a compendium compiled by Ander- 
son and Anderson(1) contains a number of 
fine contributions on the use of projective 
techniques. The third volume in Beck’s 
series on the Rorschach Test(2) has several 
chapters in which the author expands upon, 
or modifies, his earlier position toward the 
interpretation of the test, and 5 case studies 
that will be especially instructive as they are 
reported in great detail and at considerable 
length. Shneidman and Joel’s book on the 
Thematic Apperception Test(16) brings to- 
gether a variety of approaches to the clinical 
use of directed phantasies. For summary in- 
formation on the status of diagnostic psy- 
chological methods a new yearbook, Progress 
Reports in Clinical Psychology, edited by 
Brower and Abt(4), will recommend itself. 
In this connection the Annual Review of 
Psychology, edited by Stone(18) should also 
be mentioned. This review, which is now in 
its third year, reports progress in psychology 
detailed according to subfield or subject mat- 
ter. The quality of the review is generally 
high. However, because of the wide scope of 
the enterprise, the writing has to be very con- 
centrated and for the “insider,” so that con- 
siderable knowledge of the field is necessary 
to make the most of these reports. 

Three books that seem to me to be among 
the most significant contributions of this year 
aptly express the scope of psychology as well 
as of its methodological polarities. They have 
in common that, while contributing to their 
subject, they offer structural and methodo- 
logical suggestions reaching beyond it. Redl 
and Wineman’s 2 volumes on “the disor- 
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ganization and breakdown of behavior con- 
trols”’(14) and on “techniques for the treat- 
ment of the aggressive child”(15) represent 
insightful clinical reasoning based on exten- 
sive observation for which psychoanalytic 
theory provided the premises. While serving 
as the principal framework for understand- 
ing of the behavior problems under study 
and for their therapeutic management, psy- 
choanalytic theory became subject to some 
important extensions itself. Kelly and Fiske’s 
monograph(g), on the other hand, presents 
an adaptation of the traditional approaches 
of psychology: systematic inquiry through 
experimental design and quantitative (statis- 
tical) corroboration, to a new problem— 
namely, the selection of professional people 
of a special cast, and the validity of estab- 
lished techniques of psychological diagnosis. 
The books by Redl and Wineman report 
experiences gathered largely at Pioneer 
House in Detroit, a total treatment home for 
children with severe behavior pathologies. 
While the authors seem to talk simply about 
what makes the children whom they studied 
act the way they do, and explain on these 
grounds why attempts at rehabilitating them 
are so easily frustrated, they propose im- 
portant advances, not only for diagnostic 
and therapeutic practice, but also for theory. 
There are new ideas about the psychology of 
the delinquent child, especially about the 
tricky interaction of ego and superego defects 
so prone to be oversimplified by a distant and 
superficial observer. Equally important are 
the consequences of these ideas for a more 
adequate therapeutic management of these 
children, as well as for our knowledge of 
the structure and functioning of the ego and 
for psychoanalytic ego psychology at large. 
The 2 books abound with such ideas. They 
amplify what in ego psychology is still rather 
vague and largely sustained by inference and 
unqualified assumption, by introducing and 
implementing concepts such as that of hyper- 
function of the ego, or of “treatment shock,” 
and by relating them to the effects of groups 
upon the individual through concepts such 
as that of “group contagion.” 

Kelly and Fiske’s volume(g) contains 
“the report of a five-year research program 
directed at the evaluation of techniques for 
the selection of professional personnel.” The 


profession studied is that of clinical psychol- 
ogy : “What specific functions does a clinical 
psychologist carry out and how can we meas- 
ure his competence in these functions?” 
Many of the findings of this study are equally 
relevant for other professions: how can the 
apprentice be selected who is likely to become 
an efficient and desirable specialist later on? 
Kelly and Fiske’s book presents the most 
systematic and detailed effort toward an 
answer to this problem to date. A variety of 
psychometric devices and projective tests 
were checked and compared with interviews 
and with the ratings of the students’ super- 
visors. Differential qualifications for diag- 
nosis, psychotherapy, and research were 
examined, and the effect of training situa- 
tions and of teaching programs considered. 
The personality of the successful clinical psy- 
chologist, as shown by evaluations after a 
3- and 4-year interval, was the main focus 
of the study. Aspects of the intellectual com- 
ponent of professional success were defined 
in their relationship to factors in the range 
of adjustment and to social skills. Notwith- 
standing its contribution to the subject mat- 
ter, part of the significance of this study may 
well lie in suggestions that, as it were, arise 
as by-products but point to a variety of con- 
cerns in present-day psychology. Many of 
the methodological explorations reported in 
this book will facilitate and stimulate re- 
search in the general field of vocational 
selection and success. In turn, there are 
suggestions on the interaction of professional 
people in small groups (e. g., staff confer- 
ences), on the quality and relevance of dif- 
ferent types of observation, on the variants 
and gradients in the self-image of a profes- 
sion, and last but not least, on the systematic 
quantitative examination of complex socio- 
psychological conditions. While beautifully 
organized and clearly written, this study, by 
virtue of its compactness and methodological 
sophistication, is not easy to read. A more 
descriptive common-sense account of its re- 
sults should help to make it useful and in- 
teresting to a wider audience. 


BIBLIOGRAPHY 
1. Anderson, H. H., and Anderson, G. L. An 
Introduction to Projective Techniques. New York: 
Prentice-Hall, 1951. 
2. Beck, S. Rorschach’s Test. III. Advances in 
Interpretation. New York: Grune & Stratton, 1952. 


_ 
| 
| 
} 
| 
4 
' 
= 
. 
> 


1953] — REVIEW OF PSYCHIATRIC PROGRESS 1952 503 


3. Berelson, B. Content Analysis in Communica- 
tion Research. Glencoe: Free Press, 1952. 

4. Brower, D., and Abt, L. E. Progress in Clini- 
cal Psychology, Vol. I. New York: Grune & Strat- 


ton, 1952. 

5. Helson, H. (ed.) Theoretical Foundations of 
Psychology. New York: Van Nostrand, 1951. 

6. Humphrey, G. Thinking: An Introduction to 
Experimental Psychology. New York: Wiley, 1951. 
7. Jahoda, N., et al. New York: Dryden, 1951. 

8. Jeffress, L. A. (ed.) Cerebral Mechanisms in 
Behavior: The Hixon Symposium. New York: 
Wiley, 1951. 

9. Kelly, E. L., and Fiske, D. W. The Prediction 
of Performance in Clinical Psychology. Ann Arbor, 
Mich.: University of Michigan Press, 1951. 

10. Marx, M. H. (ed.) Psychological Theory. 
New York: Macmillan, 1951. 


This year, as in the past, we have selected 
a number of papers that we believe are of 
most interest. The selections are, of course, 
subjective and because of the limitation of 
space thany equally important studies had to 
be omitted. 

Two cases of denial syndrome, usually 
described as “anosognosia” are reported by 
Guthrie and Grossman(1). They made the 
interesting observation that the denial syn- 
dromes were related to the premorbid per- 
sonality organization of the patients. They 
expressed doubt as to the validity of the 
theory that anosognosia is a focal symptom 
due to lesions interrupting the thalamocorti- 
cal pathways in the minor cerebral hemi- 
sphere. They rather believe that this syn- 
drome is psychogenetically determined even 
though it occurs in an organic setting. 

A study of denial of illness was also made 
by Iethanson et al.(2). They found that, 
of 10v consecutive cases of hemiplegia, 28 
showed a denial of illness. They arrived at 
the conclusion that denial of illness was al- 
ways associated with an organic mental syn- 
drome and occurred in a much higher pro- 
portion of cases of left hemiplegia, but that 
it also occurred with lesions of the “domi- 
nant” hemisphere. Associated phenomena, 
such as rationalizations, confabulations, du- 
plications, denial of the existence of an ex- 
tremity, denial of other illness, were observed 
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in their cases. The problem of denial of ill- 
ness should be further investigated because it 
is still not quite clear if this is an organic 
syndrome or essentially a denial on a psy- 
chic level that occurs on top of an organic 
lesion. Cases of denial of sickness where no 
organic lesions are present must be used for 
comparison. 

Weiss(3) discusses studies on neurocir- 
culatory asthenia. He suggests that the term 
neurocirculatory asthenia should be dropped 
because it does more harm than good. Weiss 
states, “It calls attention to a part and the 
disorder is one of the whole. It implies some- 
how that the circulation is at fault,” while 
actually neurocirculatory asthenia does not 
exist without a neurosis or character disturb- 
ance. He suggests that we should define it as 
a psychiatric disorder and not a circulatory 
one. 

Bonner et al.(4) studied different opera- 
tive procedures for the relief of pain. They 
used bilateral leukotomy, bilateral lower 
quadrant frontal leukotomy, unilateral leu- 
kotomy, and orbital gyrectomy. Following 
bilateral leukotomy the patient showed 
marked psychological changes, which con- 
sisted mainly in deterioration of the patient’s 
behavior and impaired judgment. The dis- 
turbance was most severe immediately after 
operation and improved as time went on. 
Patients who had a lower quadrant leukot- 
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omy showed apathy postoperatively. These 
patients improved with passage of time, but 
in one patient the symptom was still promi- 
nent 36 months after operation. Unilateral 
leukotomy produced psychological changes to 
a lesser degree, the most common being slight 
flattening of affect, decrease in the amount of 
spontaneous speech, and at times inappro- 
priate affect. These symptoms improved later 
on. The authors also discussed the changes 
occurring after bilateral excision of orbital 
cortex. They believe that patients leukot- 
omized for pain seem to suffer more mental 
deficits than those leukotomized for psy- 
choses. These findings will have to be care- 
fully investigated. It will depend upon the 
symptomatology of the psychoses if deficit 
after psychosurgery is more or less, com- 
pared with pain patients. Here, of course, a 
quantitative factor also enters—will a smaller 
operation produce less deficit than a larger 
one? 

Holmes and Wolff(5) examined the mus- 
cle participation in the behavior of 65 sub- 
jects with backache and of 10 subjects with- 
out backache. They found a skeletal muscle 
hyperfunction characterized by a sustained 
increase in motor and electrical activity in 
persons who showed a backache syndrome. 
This occurred in situations that threatened 
their security and produced apprehension, 
conflict, anxiety, and feelings of resentment, 
hostility, humiliation, frustration, and guilt. 
In the above-mentioned situations these per- 
sons complained about pain in the back, neck, 
and extremities. Strenuous activity and trauma 
increased the etiologic significance in the 
genesis of the backache syndrome if difficul- 
ties in social and interpersonal adjustments 
were present. They believe that the genesis 
of the backache syndrome is related to the 
inappropriate utilization of a protective re- 
action pattern. The participation of the 
skeletal musculature in an “action” pattern 
of behavior is of psychiatric importance. 

Multiple psychotherapy is advocated by 
Dreikurs et al.(6). They defined multiple 
psychotherapy as “all forms of therapy where 
several therapists treat a single patient simul- 
taneously.” This procedure offers the benefit 
of the combined knowledge and experience 
of different therapists. It was also found that 
such an interview conducted by multiple 


therapists reveals more of the patient’s per- 

sonality than if done by one individual. The 
consultant therapist is useful in preventing or 
the breaking up of the therapeutic impasse. 
They also found that the use of 2 therapists 
hinders the development of countertransfer- 
ence and offers the therapists more op- 
portunity to manipulate the relationship. 
Interpretations given by one therapist are 
reinforced by concurring with interpretations 
given by the second therapist. The authors 
feel that multiple psychotherapy has impor- 
tant implications in the fields of teaching and 
research. Experimentation with such methods 
is important in finding out the best way to 
teach psychotherapeutic techniques and to 
determine in a more conclusive way than is 
known today what therapeutic factors are 
operating in psychotherapy. It is possible 
that many ideas that the therapeutic relation- 
ship is disturbed if another person is present 
will have to be reviewed. Most likely it will 
depend to a large extent on the dynamic 
organization of a patient and also on the 
therapists as to how far this method can be 
used generally or only with selected cases. 

It is suggested by Garfield and Kurz(7) 
that the difficulty with the use of group ther- 
apy with psychotic patients is the therapist’s 
lack of experience and reluctance to take 
responsibility. The main obstacle is the ther- 
apist’s belief that the patient is helpless and 
inaccessible in his regressed state. The 
authors believe this assumption is a defensive 
maneuver on the part of the therapist. These 
are interesting observations but should not 
be construed to indicate that the nonresponse 
of a patient to group psychotherapy depends 
only on the attitude of the therapist. 

It has been assumed that certain psycho- 
somatic sicknesses, for instance, peptic ulcer, 
are rare among hospitalized psychotic pa- 
tients, and speculated that because these 
individuals are psychotic they are less apt 
to use somatic channels for the expression 
of their conflictual tension states. Careful 
studies on the occurrence of psychosomatic 
sicknesses in psychotics are of great impor- 
tance. West and Hecker(8) examined a 
group of patients and found that peptic ulcer 
is common among psychotic patients. The 
incidence of peptic ulcer in mental and gen- 
eral hospitals is within a comparable statis- 
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tical range and perhaps even higher in mental 
hospitals. These studies show that many of 
the patients do not have or do not communi- 
cate subjective complaints or that the com- 
plaints are obscured by irrelevant or de- 
lusional productions. It would indicate that 
the lower incidence of peptic ulcer is based 
more on the difficulties of the diagnosis in a 
psychotic patient rather than on actual 
evidence. 

Every year new drugs are advocated for 
the diagnosis and treatment of mental dis- 
orders. Ling and Davies(g) recommend the 
use of methedrine. They used it in 140 cases 
of psychoneurotic illness and found it espe- 
cially valuable in chronic anxiety states, 
neurodermatitis, and posttraumatic anxieties. 
They found that the drug increased the free 
flow of material. In some patients methe- 
drine facilitated psychotherapy, but in others 
the same results were obtained better with 
the intravenous use of barbiturates. It would 
be interesting to find out why one patient re- 
sponds better to one drug than to the other. 
None of these drugs is specific insofar as 
clinical symptomatology and psychodynamic 
material go, and none in a general sense 
could be considered superior to the others. 

In last year’s literature several papers 
dealt with bromide intoxication. Tillim(10) 
believes that owing to the recent tightening 
of restrictions on the sale of barbiturates 
there is a possibility of an impending rise in 
the incidence of bromism. He believes that 
in some psychiatric clinics the incidence of 
bromide psychosis is about 2%. He believes 
that nothing is gained by defining several 
varieties of bromide psychosis because dif- 
ferent clinical pictures are due to the under- 
lying prepsychotic personality. It is impor- 


“Blessings on him that first invented sleep!” said 
Sancho Panza. “It covers a man, thoughts and all, 
like a cloak; it is meat for the hungry, drink for 
the thirsty, heat for the cold, and cold for the 
hot. It is the current coin that purchases cheaply 
all the pleasures of the world... . . 


During the past year, sleep has come into 
its own in the psychiatric and psychosomatic 
literature, and scores of papers (too few 
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tant to emphasize that bromism could show 
not only the picture of an acute organic re- 
action like a delirium but also that of a 
Korsokoff psychosis. About half of the pa- 
tients received their bromides on prescrip- 
tion of the physician and therefore their 
disorders were not due to self-medication. 

Levin(11) who has paid considerable at- 
tention to this form of toxic psychosis again 
calls attention to its importance. He believes 
that the actual incidence of toxic psychosis 
is higher than the hospital statistics indicate. 
He points out that experiments undertaken 
to show that no psychosis occurred even 
though the blood bromide level was raised 
to 150 or more are not valid because psy- 
chosis occurs only if the high bromide intake 
is maintained for a certain period of time 
on a high level. 


BIBLIOGRAPHY 


1. Guthrie, Thomas C., and Grossman, Eugene M. 
Arch. Neurol. Psychiat., 68: 362, 1952. 

2. Nathanson, Morton, et al. Arch. Neurol. Psy- 
chiat., 68: 380, 1952. 

3. Weiss, Edward. Psychosom. Med., 14: 150, 
1952. 

4. Bonner, Frances, et al. Psychosom. Med., 
14: 383, 1952. 

5. Holmes, Thomas H., and Wolff, Harold G. 
Psychosom. Med., 14: 18, 1952. 

6. Dreikurs, Rudolph, et al. Psychiat. Quart., 
26: 210, 1952. 

7. Garfield, Sol L., and Kurz, Max. Psychiat. 
Quart., 26: 414, 1952. 

8. West, Bettie M., and Hecker, Arthur O. Am. 
J. Psychiat., 109 : 35, 1952. 

9. Ling, T. M., and Davies, L. S. Am. J. Psy- 
chiat., 109 : 38, 1952. 

10. Tillim, Sidney J. Am. J. Psychiat., 109: 196, 
1952. 

11. Levin, Max. Dis. Nerv. Syst., 13:16, 1952. 


from the U. S. A.) were devoted to the sub- 
ject. Prolonged or intermittently prolonged 
sleep is now being widely used not only in 
the treatment of neuroses and psychoses, but 
in the management of acute coronary insuf- 
ficiency(1), hypertension(2, 3), dysentery 
(4), fractures(5), dermatoses(6), postop- 
erative convalescence(7), asthma, stuttering 
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(8), peptic ulcer(9, 10), rheumatism(11), 
and other conditions in which exhaustion, 
tension, autonomic imbalance, or disorders 
of innervation are supposed to play a role. 
Its history has recently been reviewed by 
Norry(12), and several new articles on its 
theory and technique have appeared (13-20). 
If we can credit the literature, we are 
neglecting a valuable technique that is said, 
for example, to induce roentgenologically 
verifiable recovery in most cases of peptic 
ulcer. Along similar lines some workers 
are combining insulin treatment(21) or 
electronarcosis(22) with barbiturate sleep, 
or giving patients simultaneous injections of 
alcohol and sodium amytal(23), as well as 
continuing experimentation with different 
wave forms for electrocoma(24). 


THALAMUS AND MIDBRAIN 


The hierarchy of nervous organization 
can be pictured as a pyramid, with the grosser 
and simpler reflex functions relegated to the 
cord and the finest, most complex intellec- 
tual functions mediated by the cortex. Inter- 
posed between these, in midbrain and 
diencephalon, are the focal points for the 
more intricate vegetative, complex uncon- 
scious or emotional integrations that fuse 
with and modulate the intellectual functions 
(25). It is in these subcortical centers that 
the derangements and deficiencies that induce 
psychoses are so often said to lie. Neo- 
plasms within the midbrain induce early 
and prominent mental changes(26). It has 
long been known that changes in conscious- 
ness can be induced by both stimulation and 
damage of the thalamus. Intermittent brief 
stimulation of the lamina medullaris interna 
of the thalamus induces real sleep with typi- 
cal electroencephalographic sleep records 
(27). Cats with diencephalic lesions develop 
akinetic and apathetic behavior(28). In a 
comprehensive discussion of this whole topic 
Cairns concludes that damage to the thalamus 
and hypothalamus produces sleep-like states 
and akinetic mutism as well as a special type 
of dementia(29). From this point of view 
it is interesting to note the frequent attempts 
to demonstrate an activation of these sub- 
cortical structures by the shock treatments 
(30). Pollock has recently reviewed the 
available data to conclude that electroshock 
treatment owes its efficacy primarily to its 


effect on thalamic and other subcortical cen- 
ters(31). The benefits of encephalopneumo- 
therapy(32) or Speransky’s spinal pumping 
may be due to a similar effect on periventric- 
ular structures(33). Sherwood(34)_ re- 
ports that he enlivened several mute and in- 
accessible patients by the injection of cho- 
linesterase, procaine, and other inhibitory 


‘ substances into the frontal horn of the 


lateral ventricle. 


PITUITARY AND ADRENALS 


Nowadays, with so much interest centered 
on pituitary-adrenal relationships, it is not 
surprising that the shock treatments are be- 
ing re-examined from this point of view, but 
the experimental data are sometimes con- 
tradictory or inconclusive, and case selection 
seems to play an important role. Along with 
the neural stimulation of the diencephalon, 
hormonal readjustments must certainly be 
implicated. Freudenberg(35) believes the 
insulin resistance of chronic schizophrenics 
may be due to some hyperpituitarism, and a 
hyperglycemic factor has actually been dem- 
onstrated (though not yet isolated) in the 
urine of some schizophrenics(36). In Cush- 
ing’s syndrome, which can be regarded as a 
type of adrenocortical hyperfunction, the 
mental disturbances may be quite severe and 
have been related to the psychoses induced by 
ACTH(37). The fact that f-ketosteroid 
output in schizophrenia is said to be increased 
also seems pertinent(38). Although most 
acute male schizophrenics show a very lively 
adrenocortical responsiveness after adminis- 
tration of ACTH, glucose, or electroshock, 
in chronic cases no such response is found ; 
anxiety states were also found to be strikingly 
unresponsive in the same test situations(39, 
40). Cortisone tends to promote euphoria in 
nonschizophrenic individuals(41-43), but 
Rees and King(44) found a 4-day course of 
treatment of no value in schizophrenia. Cohn, 
Karnosh, and Stecher(45), however, em- 
ployed it for 1 to 4 weeks, even in the face of 
temporary exacerbations, and found it of 
definite value in severe and chronic cases. 
In a recent discussion of these interrelation- 
ships, Friedlander (46) suggests that progres- 
sive adrenocortical exhaustion is a feature 
of chronic schizophrenia, so that responsive- 
ness to ACTH is a precondition for respon- 
siveness to electroshock. Bercel(47) attrib- 
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utes the occasional thyrotoxic states induced 
by electroconvulsive treatment to the absence 
of the antithyroid cortisone factors. Jens(48) 
found desoxycorticosterone therapy very 
helpful in a miscellaneous group of 21 psy- 
chotic patients. It may be recalled that 
schizophrenics as a group have long been 
known to have increased urinary output. 
Forizs(49) has revived the treatment of 
schizophrenia with the antidiuretic posterior 
pituitary hormone and claims significant 
ameliorative changes. 


STIMULANTS AND SEDATIVES 


Another link in the chain of events is 
supplied by the acetylcholine mechanism. 
The frontal cortex of the chronic deteriorated 
schizophrenic seems to contain too much 
cholinesterase(50). Glasson and Rabinowicz 
(51) claim there are consistent familial pat- 
terns of cholinesterase values that are related 
to psychotic susceptibilities. The cholinergic 
or adrenergic properties of the blood do not 
differ in psychiatric patients(52), though 
cholinesterase values of the blood serum are 
said to drop in the course of treatment (53). 
Sargant(54) reports encouraging results 
with acetylcholine injections in severe tension 


or phobic states in mildly obsessive person- . 


alities. In an interesting animal experiment 
it has been shown that repeated small doses 
of acetylcholine induce a depressed refrac- 
tory state of the denervated rat diaphragm 
that can be reduced or abolished by sympa- 
thomimetic drugs such as adrenaline or 
ephedrine(55). Related drugs of the benze- 
drine type are being used intravenously for 
transient stimulation in psychotherapy(56), 
in combination with amytal in the treatment 
of depression(57), or in larger doses(20-40 
mg. a day for several days) in the manage- 
ment of schizophrenic excitement(58). 

In an important contribution, Funkenstein, 
Greenblatt, and Solomon(59) have been able 
to show that depressed patients tend to give 
an epinephrine type of blood pressure reac- 
tion to mecholyl injections, characterized by 
a sustained drop, while schizophrenics dis- 
play a nor-epinephrine type of reaction, with 
only a transient drop of the blood pressure. 
The authors believe that only patients with 
the former type of reaction are responsive to 
electroshock treatment. It should be men- 


tioned in this connection that anxiety states 
are said to be associated with increased nor- 
epinephrine production (60). 

Carbon dioxide is another powerful cen- 
tral nervous system stimulant. Inhalation of 
a 30% CO, mixture is a very distressing 
experience, especially for neurotics, who have 
a special sensitivity to CO,(61), but it ap- 
pears to be of value in the treatment of both 
neuroses and psychoses(62-64). Busse and 
his associates are attempting to prolong the 
period of CO, administration to 25 minutes 
by allowing the patients to breathe pure oxy- 
gen for 15 minutes in advance(65). 


SHOCK TREATMENT 


Spinal compression fractures occur in in- 
sulin shock treatment, about half as fre- 
quently as in electroshock, and for similar 
reasons (66). Succinyl-choline-iodide(67) or 
chloride (68) is described as the ideal protec- 
tive relaxant for electroshock since its action 
is self-limited to one or more minutes and no 
antidote is required. Alexander(69) de- 
scribes a glissando technique with mainte- 
nance of the electric stimulation, which elimi- 
nates the clonic phase altogether without 
impairing the therapeutic value of the pro- 
cedure. Sargant(70) thinks that in many 
cases one electroshock treatment a week is 
adequate. 

Birkmayer and Preissecker(71) recom- 
mend a few electroshock treatments for the 
relief of milder menopausal symptoms such 
as flushes and palpitations. Recent figures of 
Prout and Hamilton(72) indicate that elec- 
troshock is surprisingly safe for patients over 
60 years of age. It is even reported to al- 
leviate the paralysis of some hemiplegics 
(73), though it can undoubtedly produce 
brain damage as well (74). In spite of this, 
intensive treatment several times a day for 
several weeks has proven to be of real value 
to severely regressed schizophrenics(75). 
The whole recent literature on electroshock 
treatment has been well summarized by 
Brickenstein (76). 


VITAMINS 


The varied role of nutritional factors in 
psychiatry has recently been reviewed by a 
French author(77). Nicotinic acid would 
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appear to be of value in the psychoses of 
senility (78, 79) especially those of recent on- 
set in individuals below the age of 65. Vita- 
min B,, is recommended by Ross and Ernst 
(80) combined with rest and dietary meas- 
ures in a depressive syndrome associated with 
liver tenderness and frequently impaired 
liver function. Leibowitz and Gorman(8r) 
report a case of deliroid reaction in a viral 
hepatitis and remind us that Wilson’s classi- 
cal description of hepatolenticular degenera- 
tion is no longer regarded as specific: not 
only the basal ganglia but the cortex may be 
involved, and mental as well as neurological 
changes may occur. Moreover, such changes 
are found not only in cirrhosis, but in infec- 


tious hepatitis and other liver diseases, as well | 


as experimentally induced liver disorders. 


BIBLIOGRAPHY 


1. Chernogorov, I. A., and Granovskaia, Sh. G. 
Klin. Med., 30: 18, 1952. 

2. Feldman, G. B. Sem. Hop., 27: 3333, 1051. 

3. Levy, R. Gaz. Méd. France, 58: 1381, 1951. 

4. Bilibin, A. F. Sovet. Med., 16:3, 1952. 

5. Leonov, V. T. Sovet. Med., 16:15, 1952. 

6. Zheltakov, M. M. Vest. Vener. Dermat., 1: 6, 


1952. 

7. Kheifits, A. B., and Timchenko, L. A. Khirur- 
giia, 3:15, 1952. 

8. Knoblochova, J. Neur. Psychiat. Cesk., 14: 
223, 1951. 

9. Brisset, C., and Gachkel, V. Rev. Prat., 1: 41, 
1951. 

10. Goldschmied, A., and Rakalska, Z. O. Polski 
Tygod. Lek., 7:57, 1952. 

11. Prikhod’ko, E. I. Vopr. Pediat., 20:3, 1952. 

12. Norry, Torres J. Sem. Méd., 100: 486, 1952. 

13. Méd. & Hyg., 9: 382, 1951. 

14. Lommel, F. Med. Welt, 20: 1431, 1951. 

15. Brisset, C., and Gachkel, V. Presse Méd., 
59: 1806, 1951. 

16. Zschr. Ges. Inn. Med., 7: 1, 1952. 

17. Spinadel, L. K. Prakt. Lék., 31: 480, 1951. 

18. Tschlenoff, B. Praxis, 41 : 88, 1952. 

19. Sovet. Med., 6: 38, 1951. 

20. Deschamps, A. Presse Méd., 60: 944, 1952. 

21. Levy, S. Am. J. Psychiat., 108: 610, 1952. 

22. Zanetti, G. Rass. Stud. Psichiat., 40: 662, 


I. 
23. Miller, M. M. Arch. Neurol. Psychiat., 68: 
620, 1952. 

24. Strauss, E. B., et al. J. Neurol., 15:59, 1952. 

25. Salmon, A. Presse Méd., 60:54, 1952. 

26. Netsky, M. G., and Strobos, R. R. J. Arch. 
Neurol. Psychiat., 68: 116, 1952. 

a7. Akert, K., et al. Am. J. Physiol., 168: 260, 
1952. 

28. Meyer, J. S., and Hunter, J. Neurology, 2: 
112, 1952. 


29. Cairns, H. Brain, 75: 109, 1952. 

30. Roth, M. J. Ment. Sci., 98: 44, 1952. 

31. Pollock, G. H. Am. J. Psychiat., 109: 143, 
1952. 

32. Deshaies, G., and Le Pourhiet, M. Ann. 
Méd.-Psychol., 109 : 280, 1951. 

33. Rey-Ardid, R. Evolut. Psychiat., 4: 557, 1951. 

34. Sherwood, S. L. Brain, 75:68, 1952. 

35. Freudenberg, R. K. J. Ment. Sci. 98: 441, 
1952. 

36. Morgan, M. S., and Pilgrim, F. J. Proc. Soc. 
Exp. Biol., 79: 106, 1952. 

37. Trethowan, W. H., and Cobb, S. Arch. 
Neurol. Psychiat., 67 : 283, 1952. 

38. Mittelman, A., et al. J. Clin. Endocrinol. & 
Metab., 12: 831, 1952. 

39. Reiss, M., et al. J. Clin. & Exper. Psycho- 
pathol., 12: 171, 1951. 

40. Stein, M., et al. Am. J. Psychiat., 108: 450, 
1951. 

41. Brody, S. Psychosom. Med., 14: 94, 1952. 

42. Hollender, M. H. Psychosom. Med., 14: 306, 
1952. 

43. Rome, H P., and Braceland, F. J. Am. J. 
Psychiat., 108: 641, 1952. 

44. Rees, L., and King, G. M. J. Ment. Sci., 98: 
401, 1952. 

45. Cohn, J. B., et al. Dis. Nerv. Syst., 12: 291, 
1951. 
46. Friedlander, J. H. Psychiat. Quart. Suppl., 
25:76, 1951. 

47. Bercel, N. A. Am. J. Psychiat., 108: 839, 
1952. 

48. Jens, R. Arch. Neurol. Psychiat., 68: 372, 
1952. 

49. Forizs, L. N. Carolina M. J., 13:76, 1952. 

50. Pope, A., et at. Arch. Neurol. Psychiat., 68: 
425, 1952. 

51. Glasson, B., and Rabinowicz, T. Schweiz. 
Med. Wschr., 81: 1040, 1951. 

52. Ritchie, J. A. J. Nerv. Ment. Dis., 114: 307, 
1951. 
53. Zubiani, A., and Beluff, M. Osp. maggiore, 
39 : 233, 1951. 

54. Sargant, W. Proc. R. Soc. Med., 45: 515, 
1952. 

55. McDowall, R. J. S., and Watson, R. J. Phys- 
iol., 114:515, 1951. 

56. Ling, T. M., and Davies, L. S. Am. J. 
Psychiat., 109: 38, 1952. 

57. Huston, P. E., and Senf, R. Am. J. Psychiat., 
109: 131, 1952. 

58. Bischoff, A. Mschr. Psychiat., 121 : 329, 1951. 

59. Funkenstein, D. H., et al. Am. J. Psychiat., 
108 : 652, 1952. 

60. Fleetwood, M. F., and Diethelm, O. Arch. 
Neurol. Psychiat., 67 : 123, 1952. 

61. Therman, P. O., et al. Arch. Neurol. Psy- 
chiat., 67: 698, 1952. 

62. Jackman, A. J., and Schorr, C. A. J. Clin. 
Exper. Psychopathol., 13: 17, 1952. 

63. Peterson, A. L. Arch. Neurol. Psychiat., 67: 
699, 1952. 

64. Liest, L. J. J. Nerv. Ment. Dis., 116: 108, 
1952. 


4 
| 
‘ 


1953] REVIEW OF PSYCHIATRIC PROGRESS 1952 509 


65. Busse, E. W., et al. Dis. Nerv. Syst., 13: 35, 


952. 

66. Pooi, C. S., and Meschan, I. Arch. Neurol. 
Psychiat., 67: 797, 1952. 

67. Holmberg, G., and Thesleff, S. Am. J. Psy- 
chiat., 108: 842, 1952. 

68. Mayrhofer, O. K. Brit. M. J., 1: 1332, 1952. 

69. Alexander, L. J. Neuropathol., 11: 169, 1952. 

70. Sargant, W., and Slater, E. Brit. M. J., 1: 
1315, 195I. 

71. Birkmayer, W., and Preissecker, E. Med. 
Klin., 46: 43, 1951. 

72. Prout, C. T., and Hamilton, D. M. Bull. 
N. Y. Acad. Med., 28: 454, 1952. 


I 


The damaging effect of major prefrontal 
lobotomy upon the personality of patients is 
leading to more limited and selective opera- 
tions. Foremost in the contributions on this 
topic is the report by Greenblatt and Solo- 
mon(16) upon a comparison of bilateral with 
bimedial and unilateral lobotomy. Bimedial 
lobotomy is far superior as regards over-all 
improvement, mental status, initiative, and 
object cathexis. All lobotomy operations were 
followed by reduction in anxiety, tension, and 
hostility, while disorganization and work ad- 
justment were less effectively aided by any 
operation. Obtaining relief without sacrifice 
of desirable personality characteristics may 
be a quantitative matter, since quite satis- 
factory results are reported after rostral leu- 
cotomy(20), orbital undercutting(22), and 
transorbital lobotomy(4). These and other 
partial operations are to be preferred in all 
patients submitted to psychosurgery. Less 
satisfactory results in severely psychotic pa- 
tients have been obtained after bimedial un- 
dercutting (22), and resection of the anterior 
limbic area(27). 

The second report of the Columbia-Grey- 
stone project(19) is confusing and disap- 
pointing. A variety of operations upon un- 
satisfactory patient material probably lies at 
the root of this failure. Stereoencephalot- 
omy (23) has made some progress in the past 
year but no outstanding results in psychotics 
have been reported. Many aspects and opin- 
ions concerning the effects of psychosurgery 
are presented in the proceedings of the First 
World Congress of Psychiatry(2), and of 
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the Third South American Congress of Neu- 
rosurgery(3), but these have scarcely more 
than historical interest because of the long 
delay in publication. A Swiss journal 
gathered together a lively symposium on the 
ethical and moral aspects of lobotomy(8) 
written by “consultants” from several coun- 
tries. Not in this symposium, but among 
the objectors may be found Winnicott (31) : 
“May I have space to proclaim my absolute 
belief that the human being has the right to 
suffer, and even to commit suicide, intact— 
that is to say with the brain, the somatic basis 
for his psyche, intact.” The British Medical 
Journal(7) editorializes : “If the patient com- 
mits suicide, then the brain is destroyed in 
its entirety ; and this would seem a high price 
to pay for the temporary preservation of a 
small part of it..... If the soul can sur- 
vive death, it can surely survive lobotomy.” 
Next to suicide, and ahead even of the dra- 
matic aspects of war, crime, and alcoholism, 
the greatest blot upon the public conscience 
is the mental hospital with its suffering and 
violent inmates. 

Theories concerning frontal lobe function 
continue to be published. Arnot(1) believes 
the frontal lobes aid in the persistence of 
emotional states, chains of thought, motor 
actions, and motor inhibitions. Barahona 
Fernandes(2) insists upon destruction of 
pathological foci responsible for the symp- 
toms, and asserts that improvement occurs 
through regressive syntonization. DalBianco 
(4) believes that severing the neural circuits 
causes agnosia for symptoms and displace- 
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ment of the ego into the background. 
Golla(15) thinks that patients have lost the 
power of representing their personality in 
time as an enduring entity, whilst still retain- 
ing the power to plan ahead in their business 
and social relations. The outstanding change, 
according to Landis(18), is one of affect and 
not intelligence. He stresses the phenomenon 
of anguish, which is removed by lobotomy. 
Zubin(33) agrees with this, saying that the 
evidence points distinctly to the frontal lobes 
as mediating anxiety “but there is no evidence 
for their mediation of intelligence.” Ry- 
lander (21), however, finds the ability to han- 
dle intelligence tests reduced, although less 
so after operations on the lower quadrants. 

Specific syndromes have been attacked 
with varying results. Epilepsy(32) has re- 
sponded in a minority ; organic mental syn- 
dromes scarcely at all(29). Criminality and 
psychopathy(26) have shown modest im- 
provement. Auditory hallucinations have 
been attacked by operations in the inferior 
parietal(13) and amygdaloid (11, 25) re- 
gions. An ingenious theory concerning the 
latter organ is that this is a motor nucleus 
highly developed in chiroptera and cetacea 
who orient themselves by sonar. In man, it 
would seem, the amygdaloid nucleus may 
transform ideational activities into the tem- 
porally organized movements of the vocal 
musculature, which, in abnormal states, are 
perceived by the hallucinated patient as 
audible speech. Wikler et al.(28) found the 
physical aspects of morphine abstinence 
without the psychological aspects in drug ad- 
dicts after lobotomy. 

The Malamud behavior scale has been used 
by Freeman(10) in a study of prognosis. 
The more prominent the symptoms of anxi- 
ety, obsessive thinking, and self-directed 
violence, the better the eventual social adapta- 
tion ; while the preponderance of such symp- 
toms as hallucinations, disordered thought 
processes, and externally directed violence 
makes for an inferior eventual result. The 
paradox arises that the patients most fre- 
quently lobotomized belong to the latter 
group. Freeman suggests that the resolution 
of the paradox lies in the objectives sought 
by operation, namely the relief of unbearable 
anguish that causes patients to behave in this 
ungovernable fashion. When the distress is 


overcome, patients can conform to the hos- 
pital environment, “sleep on a bed rather than 
under it,” even though ‘hey are unfit for dis- 
charge. Other authors stress the importance 
of favorable change in the social behavior 
even though there may be various defects in 
affect, intelligence, and social responsibility 
after operation. As Davidson(5) says: “We 
were not so much interested in psychological 
testing as in clinical improvement of these 
patients.” According to Gillies et al.(14), 
“After all, criteria of success after leucotomy 
are mainly social criteria.” Klotz(17) states: 
“The procedure itself is of prime importance 
in enabling severely incapacitated patients to 
become more accessible to therapeutic 
efforts.” 

Wider application of psychosurgery in 
mental hospitals has become possible by the 
transorbital method. Davis(6) finds this 
method economical and safe in the hospitals 
in India. Freeman(12) operated upon 228 
patients in 12 days with 4 deaths and the 
usual 30% discharge rate. Wilson et al.(30) 
performed 400 transorbital lobotomies at the 
Trenton State Hospital with similar results. 
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CHILD PSYCHIATRY 


The year 1952 marked the inauguration 
of the American Academy of Child Psy- 
chiatry, established “for the purpose of 
stimulating and advancing medical contribu- 
tions to the knowledge and treatment of psy- 
chiatric problems of children.” This is the 
first time that physicians specializing in child 
psychiatry in this country (all of them mem- 
bers of The American Psychiatric Associa- 
tion), are uniting for a common goal. It may 
therefore be of service to report the (as yet 
unpublished) tentatively formulated “aims 
and purposes,” which are as follows: (1) To 
provide a forum for the free and full discus- 
sion of all matters relative to the advance- 
ment of child psychiatry. (2) To delineate 
the scope of the practice of child psychiatry 
and to encourage the recognition of this prac- 
tice ‘among psychiatrists and other members 
of the medical profession. (3) To encourage 
and support high standards of training and 
practice in child psychiatry. (4) To stimu- 
late physicians to enter this branch of psy- 
chiatry. (5) To promote and advance the 
activities in the areas of prevention, treat- 
ment, research, and teaching in child psy- 
chiatry. (6) To honor those physicians who 
have made considerable contributions to 
child psychiatry. 

A similar event had taken place a few 
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months previously in Germany where, under 
the leadership of Professor Villinger of 
Marburg, the Deutsche Vereinigung fuer 
Jugendpsychiatrie was founded, with ap- 
proximately the same perspective. 

The issues involved in teaching the prin- 
ciples of child psychiatry to medical students 
were given special attention at the Confer- 
ence on Psychiatric Education, held in June 
1952 at Ithaca, New York. The American 
Board of Psychiatry and Neurology has re- 
viewed (and revised) its standards for the 
approval of centers for the training of physi- 
cians who wish to specialize in child psy- 
chiatry, greater emphasis than heretofore 
being placed on affiliation with medical 
institutions. 

Clinical opportunities for the psychiatric 
orientation of pediatricians are still scarce. 
The leaders in the specialty are doing their 
best to whet the appetite for the inclusion of 
psychiatric insight in hospital and private 
practice. The American Academy of Pediat- 
rics, in its annual convention (October 
1952), offered 1 section meeting, 2 round 
tables, and 2 seminars dedicated to this pur- 
pose ; its official journal, Pediatrics, reported 
discussions of accident prevention (1), 
speech defects (2), preventive psychiatry (3, 
4), and problems of mental deficiency (5). 
The Journal of Pediatrics continued its regu- 
lar series of articles on “psychological as- 
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pects of pediatrics.” Fischer(6) published 
the results of a study of the status of the sec- 
ond-born child in sibling rivairy situations. 
Bauer(7) discussed attitudes of young pa- 
tients with rheumatic fever. Faucett and Jen- 
sen(8) told of an 11-year-old boy addicted to 
the inhalation of gasoline fumes and helped 
by psychotherapy in conjunction with sodium 
amytal interviews. There were also papers 
on everyday problems of the preschool child, 
cluttering, the integrated treatment of a 
young child with a speech disorder, and 
group therapy of parents of physically dis- 
abled children. This array of presentations 
appearing in less than a year in 2 journals 
indicates the great desire that pediatricians 
have for psychiatric information. 

Books.—The past 12 months have brought 
a bumper crop of books and monographs 
dealing with issues of child psychiatry. 

Special attention should be called to a 535- 
page volume(g) edited by Koupernik. It 
contains 67 contributions by French, British, 
Belgian, Portuguese, Swiss, and Swedish 
authors, covering many aspects and giving a 
good account of the work done in the field by 
contemporary Europeans. 

From psychoanalytically oriented quarters 
came Volume VII of The Psychoanalytic 
Study of the Child(10), which includes a 
symposium on “the mutual influences in the 
development of ego and id”; the report of a 
2-year study(11), undertaken by the Jewish 
Board of Guardians, on “the development of 
mutually beneficial liaison between the be- 
havior sciences and... . child guidance” 
(a well-presented formulation of things 
known before the study was begun) ; a book 
by Silverberg(12) that shows originality of 
thought (always welcome even though many 
readers may not always agree with the 
author) ; an eloquent discussion of aggres- 
sive behavior of children by Redl and Wine- 
man(13), with somewhat puzzling enumera- 
tive tendencies (22 instances of the break- 
down of behavior controls ; 34 specific items 
of “delinquent defenses”; 6 special “sick- 
nesses of the conscience” ). 

Witmer and Kotinsky(14) deserve credit 
for editing a full, lucid, and beautifully or- 
ganized account of the fact-finding report of 
the Midcentury White House Conference on 
Children and Youth: “In it are set forth the 
chief facts and theories, as currently con- 


ceived by many competent scientists and pro- 
fessional workers, regarding what is required 
for the healthy development of personality 
in childhood and youth.” Detailed considera- 
tion is given to the implication of these ideas 
“for the conduct of the various social insti- 
tutions important to children’s welfare and 
for professional practice in relation to these 
institutions.” 

Bender published an edited compilation of 
reprints under a title(15) that jolts gram- 
matical sensitivities. Selected “techniques” 
are discussed in detail, with interpretations 
often decreed ex-cathedra and integrated 
more with the interpreter’s orientation than 
with the patients’ total life situation. Sweep- 
ing inferences are drawn, a bit too “techni- 
cally,” from fractional performances on a 
take-it-or-leave-it basis. 

Three books intended for lay consumption 
are worth mentioning. Moloney(16) issued 
a plea for promoting relaxation in mothers, 
less pediatric obsessiveness, and rooming-in 
(Cornelian Corner) procedures in obstetrical 
hospitals; his wholesale indictment of ob- 
stetricians is regrettable, as is his Cassandra- 
like warning about the mental outlook of 
America’s future. The Gluecks(17) offered 
a condensed and popular version of the con- 
tents of their major work, Unraveling Juve- 
nile Delinquency. Bruch(18) brought out a 
sane and much-needed “guide for perplexed 
parents,” helping them to rely on genuineness 
and to shed the anxieties and insecurity 
foisted on them by contemporary “scare” and 
“must” literature. 

Periodicals——The publication of Levy’s 
Academic Lecture(19), given at the 1951 
American Psychiatric Association meeting, 
marked an important event. Levy, reviewing 
the present status, gave a thoughtful account 
of trends from a historical perspective and 
concluded with an emphasis on “the disci- 
pline of the data of observation” and the 
hope that “we shall see a closer affiliation of 
our field with the hospital and the medical 
clinic.” Levy’s statements were comple- 
mented by 3 discussants (20-22). 

A symposium in The Nervous Child dealt 
with pediatrics and child psychology. It was 
especially pleasing to find in it an excellent 
paper by a pediatrician on the use of the 
“crutch” (placebos, sedation, vitamins, “ton- 
ics,” etc.) in pediatric practice(23). Another 
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symposium, on manic-depressive states in 
childhood, is rather disappointing insofar as 
the diagnosis in most cases cited is very de- 
batable, centering mostly around “moodi- 
ness” and “overactivity” ; those in search for 
literature on the subject, which is very scarce, 
will find there papers by Harms, Hall, Sadler, 
Schachter, and Despert (24-28). 

Psychosomatic problems were discussed in 
a number of articles. Wolff and Bayer(29), 
using enuresis and obesity as examples, spoke 
of 3 mechanisms through which pathologic 
stimuli find expression: (1) disturbance of 
homeostasis ; (2) pathologically conditioned 
reflexes ; (3) symbolic conversions. Rhodes 
(30) described the relation between emo- 
tional disturbances and allergies. Wellisch 
(31) did not hesitate to assign to the eyes 
the role of “a frequent phallic symbol” and, 
with this in mind, roamed through ophthal- 
mology, to discover, for instance, that 
chalazion, blepharitis, and conjunctivitis 
may be produced by “secondary infection of 
an erogenic zone.” Sapienti sat. 

From Europe came the first reports of ob- 
servations of early infantile autism. Van 
Krevelen (32, 33) described a case from Hol- 
land ; he decided to consider the condition as 
oligophrenic rather than schizophrenic. Stern 
(34), who saw one such child in France, 
expressed puzzlement about nosology and 
heredity. Creak(35), reporting from Eng- 
land, suggested that, for the time being, 
autistic children should be regarded as a 
“homogeneous” group requiring further 
study. 

Stuttering was the subject of studies by 
Wischner(36) (experimental approach to 
expectancy and anxiety), Moncur(37) (as- 
pects of parental domination), Bloodstein 
et al.(38) (mothers of stutterers and non- 
stutterers were asked to “diagnose” recorded 
speech), and Glasner and Dahl(39) (pro- 
phylactic program). Two important articles, 
with case illustrations, on elective (psycho- 
genic) mutism in children were published by 
Misch(40) and by Tramer(4r). 

Levy and Hess(42) had 4 observers rate 
maternal responses in 3 periods of observa- 
tion during the postnatal hospital stay ; cor- 
relation between the ratings was high, also 


correlation with mothers’ self-evaluation, . 


preference for prolonged breast feeding, and 
average menstrual flow of 5 days or more. 


MENTAL DEFICIENCY 


Benda’s Developmental Disorders of Men- 
tation and Cerebral Palsies(43) is not just 
another textbook of mental deficiency. At 
least in this reviewer’s judgment, it stands 
out as a fundamental contribution, with a 
“new orientation” that the author, in the 
first sentence of the first chapter, declares to 
be an issue of major importance. There is a 
successful attempt to integrate neuropathol- 
ogy, psychiatry, and sociology, with emphasis 
in each condition on where the emphasis 
specifically belongs. The elimination of the 
alleged distinction between severe mental in- 
adequacy and psychosis is a new and fruitful 
departure. 

The American Journal of Mental Defi- 
ciency has continued to function as the chief 
depository for workers in the field. The 
October issue is devoted in its entirety to 
the vocational rehabilitation of the mentally 
handicapped, the programs in New York 
City, Michigan, and Minneapolis receiving 
special attention. The April number contains 
a symposium on children with mental and 
emotional disabilities held in celebration of 
the twenty-fifth anniversary of the Wayne 
County Training School. Psychotherapy of 
the mentally deficient is discussed by Menzel 
(44) and by Sarason(45). 

Zabarenko and Chambers(46) found that 
glutamic acid did not produce significant gain 
in mental functioning. Schwoebel(47), who 
studied 10 children, concluded that, under 
the influence of the drug, all “presented in- 
creased impetus in thought, motor activities 
and attention; intelligence remained unin- 
fluenced.” Usdin and Weil(48) found no 
appreciable difference in the intellectual de- 
velopment of 43 children who were apneic 
for 3 or more minutes after birth and 43 
children of a control group. 
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It seems well this year to review some of 
the important experimental work as well as 
the results of therapy in syphilis. 

The obscure period between primary and 
secondary symptoms and the tertiary symp- 
toms of syphilis is being clarified by Frazier, 
Bensel, and Keuper(1). By experimental 
transmission of spirochaeta pallida from one 
rabbit to another via blood, they have demon- 
strated the persistence of spirochetes in the 
blood not only 4 years after the donor rabbit 
had become asymptomatic, but even after the 
serology of donors became negative. The 
spirochaetemia is probably intermittent. In- 
fection of only one recipient in paired rabbit 
innoculations suggests that the number of 
organisms is often small. 

The numerous serologic tests for syphilis 
depend upon the amount of a nonspecific 
reagin (reactor) that is present. Minute 
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amounts are present in normal people and 
many processes beside syphilis may increase 
the amount to the point where it is detected 
by serologic tests as they are usually stand- 
ardized to detect syphilis. The usual verifi- 
cation procedures, inasmuch as they depend 
upon the same reagin, are of no merit. In 
1949 Nelson and Mayer(2) introduced the 
first specific test for syphilis, the treponema 
immobilization test (TPI). It demonstrates 
the presence of a treponema specific antibody 
that, under standardized conditions, immobil- 
izes treponema pallida. Magnuson, Thomp- 
son, and McLeod(3) have shown that the 
appearance of treponema-immobilizing anti- 
bodies does not parallel the development of 
immunity to experimental syphilis and so 
there are probably other circulating or non- 
humoral antibodies. 

Miller et al.(4), studying 425 patients, 
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found the treponema immobilization test 
negative in all nonsyphilitic patients, even 
those with other conditions that would be ex- 
pected to cause false positive serologic tests 
for syphilis (STS). Among 123 patients 
with proved syphilis, only 6 had a negative 
TPI and all 6 were adequately treated early 
cases. Although it is thus evident that the 
TPI becomes negative a certain time after 
adequate early treatment, one should not con- 
tinue treatment merely to reverse the TPI. 
The TPI was positive in the serum of all 
proved later cases of syphilis (10 congenital, 
33 central nervous system, and 8 cardiovas- 
cular). The TPI in the spinal fluid was posi- 
tive in all 10 of the proved central nervous 
system cases in which it was examined. 

Durel, Sausse, and Borel(5) in France, as 
a result of 1,000 observations, confirm the 
specificity of the TPI test as have several 
American reports of previous years. They 
examined the cerebrospinal fluid in 58 pa- 
tients with proved neurosyphilis and in all 
the TPI was positive. They found, as others 
have here, that in untreated early syphilis 
the STS is apt to become positive before 
the TPI. 

Probably the most important application of 
the TPI test has been the report of Moore 
and Mohr(6) on the biologic false positive 
serologic test for syphilis. They describe the 
previous criteria and list the several recog- 
nized causes of biologic false positive sero- 
logic tests. They estimate that among certain 
population groups in this country, on routine 
STS, half the seropositive reactors may be 
false positive. They exclude from their 
further discussion the “acute” biological 
false positive reactors whose STS was posi- 
tive soon after various nonsyphilitic infec- 
tions and remained so for less than 6 months. 
Those remaining positive more than 6 
months were termed “chronic.” Testing 300 
such chronic patients with TPI, they found 
that by former standards about 15% had 
been called latent and 15% had been called 
false positive erroneously. Among those 
confirmed by TPI to be biologically false 
positive, the false positive reaction was 
usually a manifestation of a serious underly- 
ing disease, sometimes of the group of col- 
lagen diseases (disseminated lupus erythema- 
tosus, periarteritis nodosum, rheumatoid 


arthritis, rheumatic fever, and sarcoid). This 
report confirms the observation of Zellmann 
(7) on the high incidence of presumed false 
positive STS in patients with collagen dis- 
eases. It is therefore important to distin- 
guish between syphilis and the biologically 
false positive reaction and, when the latter 
is identified, to search carefully for its cause. 

As Duke-Elder(8) points out, topical ap- 
plication of cortisone is of immense advan- 
tage in blocking the acute evidence of 
inflammation or the subacute exudative phe- 
nomena in early interstitial keratitis due to 
syphilis and so prevents the occurrence of 
damage to the eye. However, it does not 
cure the underlying process. Unless adequate 
antiluetic treatment is given, the keratitis 
may relapse when cortisone treatment is 
stopped. 

Cortisone in the experimental syphilis of 
rabbits or spirochetosus of chickens was 
demonstrated by DeLamater, Saurino, and 
Urbach(g) to cause a marked increase in 
organisms in the blood stream. This should 
make one hesitate to give cortisone or ACTH 
to patients who have active syphilis. 

Heyman, Sheldon, and Evans(10) review 
their work on the Jarisch-Herxheimer re- 
action. They find the histologic skin changes 
the most sensitive evidence of this reaction, 
which occurs when the spirochetes are de- 
stroyed by the appropriate antibiotic, chemi- 
cal, or immune serum. As they point out, 
the reaction is being reported after antibiotic 
treatment of such nonspirochetal diseases as 
brucellosis, leprosy, and anthrax. In syphilis 
the Jarisch-Herxheimer reaction is not 
merely due to the effect of breakdown prod- 
ucts of the spirochete because it can occur in 
early syphilis after penicillin doses too small 
to cause an appreciable decrease in the spiro- 
chetes in the skin lesion and in neurosyphilis 
where there may be few organisms. The re- 
lease of histamine is not a factor. The re- 
action is not aborted by the use of ACTH 
any more than is the tuberculin reaction. 
The authors believe that the Jarisch-Herx- 
heimer reaction, like the tuberculin reaction, 
represents a hypersensitivity reaction of the 
delayed type. It cannot be prevented by any 
present means, even the use of small doses of 
penicillin or pretreatment with bismuth. 

On routine spinal fluid examination among 
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12,057 patients with untreated seronegative 
primary, seropositive primary or secondary 
syphilis, Bauer, Price, and Cutter(11) found 
Io or more cells or positive serology in 5%. 
Among these groups the number and degree 
of abnormality was greater the more ad- 
vanced the stage of syphilis. Treatment 
varied from 2.4 to 4.8 million units of peni- 
cillin. Among those with negative spinal fluid 
before treatment, 2.3% became positive after 
4.8 million units of penicillin. Less penicillin 
gave much poorer protection. Of the patients 
with positive CSF before treatment, 30% 
were examined after treatment and 86% of 
them had become negative ; the highest rate 
of recovery was among those given 4.8 mil- 
lion units of penicillin. 

Sixty-nine hospitalized, treated, paretic pa- 
tients were re-examined by Dattner ef al. 
(12) 5 to 20 years after their spinal fluid 
had become inactive re infection (1. e., nor- 
mal cell counts and total protein determina- 
tions). Cerebrospinal fluid relapses rarely 
occurred more than 2 years after treatment 
had rendered the spinal fluid inactive, so the 
fluid should be followed at 6-month intervals 
for 2 years and perhaps yearly for 5 years; 
after that, any clinical or serological relapse 
is very unlikely. All 69 patients had received 
treatment after this point but none showed 
further clinical improvement because of the 
additional treatment, nor was there any evi- 
dence that it hastened the reversal of the 
CSF serology. A few developed convulsions 
years after their spinal fluid had become 
negative; additional antisyphilitic therapy 
had no effect. None showed clinical relapses 
such as occur with spontaneous remissions. 

When adequate treatment has caused the 
spinal fluid cells and protein to return to 
normal and remain so for 2 years, the syph- 
ilitic infection is arrested. No further damage 
will occur in the nervous system except 
that due to scar formation. Recovery from 
reversible injury will be reflected in clinical 
improvement but where there has been cell 
destruction symptoms will remain perma- 
nently. The development of new symptoms 
should make one suspect new disease such as 
atherosclerosis, brain tumor, etc. 

Benton and Harris(13), reporting 23 pa- 
tients with optic atrophy, found penicillin 
alone a satisfactory method of treatment in 


the early stages. With vision 20/50 or better, 
7 lost no more vision; with vision 20/70 to 
20/200, only 2 of 7 had no further loss ; and 
with less than 20/200, 8 of g patients con- 
tinued to lose vision. There were no unfavor- 
able reactions to penicillin. The critical 20/50 
level of visual acuity is comparable to that of 
20/60 established by Moore on the basis of 
response to fever therapy. It appears that 
once a certain degree of damage has been 
done to the optic nerve irreversible factors, 
not syphilitic, become decisive. 

Klauder and Gross(14) treated 100 pa- 
tients having optic atrophy with 4.2 to 11 
million units of penicillin and had favorable 
results in 62 to 71%. No details regarding 
visual acuity are given. They re-emphasize 
the need for early treatment, as 55% of their 
patients were industrially blind when first 
seen. 

The occurrence of reactions to penicillin 
from 1947 to 1950 has been found by Kitchen 
et al.(15) to be definitely decreasing despite 
the enormous increase in the amount of peni- 
cillin dispensed. Their findings are based on 
a review of the reported cases, the opinion of 
I5 prominent investigators, and the records 
of the New York University—Bellevue 
Medical Center. In the latter group, simple 
urticaria was the commonest reaction; epi- 
dermophytid-like responses and serum-sick- 
ness-like reactions each occurred one-third as 
often. Two patients developed lesions char- 
acteristic of erythema nodosum. Kalv and 
Prichard(16) found, among 100 syphilitic 
patients treated with penicillin, increased 
eosinophiles in 100%. Eighty percent had an 
increased vascular response to stroking the 
skin ; 41% had cutaneous reactions ; and 14% 
had respiratory and general reactions. 

Treatment of neurosyphilis with the newer 
antibiotics cannot yet be said to be more effec- 
tive or even as effective as penicillin. Kier- 
land and O’Leary(17) have treated 21 neu- 
rosyphilitic patients with oral aureomycin 
and have followed 10 of them for 4 to 19 
months. The spinal fluid has become inactive 
in all. The asymptomatic patients have re- 
mained asymptomatic, and all but one of the 
symptomatic patients have shown moderate 
to marked clinical improvement. They rec- 
ommend a course of 60 grams of aureomycin 
given in divided 2-to-4-gram daily doses. 
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SUMMARY 


Virulent spirochetes have been demon- 
strated to persist in the blood of untreated 
syphilitic rabbits for over 4 years and even 
in the face of negative serologic tests. 

The treponema immobilization test, a 
specific test for treponema pallida, has been 
further confirmed. It has been used to iden- 
tify false positive, nonspecific serologic test 
results. When false positive serologic tests 
persist more than 6 months serious diseases, 
particularly the collagen diseases, should be 
sought as the cause. 

The danger of giving cortisone or ACTH 
to syphilitic patients who are not receiving 
antiluetic treatment is emphasized. Topical 
cortisone temporarily prevents ocular damage 
in interstitial keratitis. Cortisone does not 
prevent the Jarisch-Herxheimer reaction, 
which is probably of the delayed type of 
hypersensitivity reaction. 

Penicillin is the effective therapy for neu- 
rosyphilis including optic atrophy. Penicillin 
reactions are decreasing. 


When the cells and protein of the spinal 
fluid have been normal for 2 years, any pro- 
gression of symptoms is probably due to 
other neurologic disease. 


ALCOHOLISM. 


BIBLIOGRAPHY 


1. Frazier, C. N., et al. Am. J. Syph., 36: 167, 
1952. 

2. Nelson, R. A., Jr., and Mayer, M. M. J. 
Exper. Med., 89: 360, 1949. 

3. Magnuson, H. J., et al. J. Immun., 67: 41, 1951. 

4. Miller, J. L., et al. J. A. M. A, 149: 987, 
1952. 

5. Durel, P., et al. Brit. J. Ven. Dis., 28: 68, 1952. 

6. Moore, J. E., and Mohr, C. F. J. A. M..A,, 
150: 467, 1952. 

7. Zellmann, H. E. Am. J. Syph., 36: 163, 1952. 

8. Duke-Elder, S. Brit. J. Oph., 35: 637, 1951. 

9. DeLamater, E. D., et al. Am. J. Syph., 36: 
127, 1952. 

10. Heyman, A., et al. Brit. J. Ven. Dis., 28: 50, 
1952. 

11. Bauer, T. J., et al. Am. J. Syph., 26: 309, 
1952. 
12. Dattner, B., et al. Am. J. Syph., 36: 179, 1952. 

13. Benton, C. D., Jr., and Harris, J. F. Syphi- 
litic Optic Nerve Atrophy Treated with Penicillin. 
Observations Two to Six Years After Treatment. 
Recent Advances in the Study of Venereal Diseases. 
(Symposium, National Institutes of Health, May 
I-2, 1952.) 

14. Klauder, J. V., and Gross, B. A. Treatment 
of Syphilitic Primary Optic Atrophy—An Interim 
Report. Ibid. 

15. Kitchen, D. K., et al. Am. J. Syph., 35: 578, 
1951. 

16. Kalv, F., and Prichard, H. A. M. A. Arch. 
Derm. and Syph., 65: 568, 1952. 

17. Kierland, R. R., and O’Leary, P. A. Am. J. 
Syph., 35: 544, 1951. 


GERIATRICS 


KARL M. BOWMAN, M.D., San Francisco, CAuir. 


ALCOHOLISM 


In the past months some promising work 
has appeared on constitutional and genetic 
factors in alcoholism. Amark’s(1) clinical, 
genetic, and sociopsychiatric studies of 644 
alcoholics in Stockholm calculated morbidity 
risk figures for psychoses and other psychic 
abnormalities in parents and siblings of 203 
of these alcoholics. Significantly higher rates 
were found: (1) for alcoholism among 
fathers and brothers of alcoholics, even al- 
lowing for age distribution; (2) for psy- 
chopathy (defined as prolonged, lasting per- 
sonality deviation) and psychogenic psy- 
choses among both parents and siblings ; and 
(3) for criminality among brothers of alco- 
holics as compared with a random sample of 
the general male population. Depressive, 
anxious, and oversuggestible personality 


types occurred with significant frequency 
among alcoholic subjects. Amark concludes 
that in certain groups (depending upon clas- 
sification of parent matings) “hereditary 
factors play an essential role in the origin of 
alcoholism,” as do affective personality de- 
viations on a constitutional basis. Unfavor- 
able early environmental conditions occurred 
significantly more often in alcoholics, as did 
occupations like those of commercial traveler, 
seaman, and artistic worker. 

Investigations by Mardones and co-work- 
ers(2) in Chile have demonstrated genetic 
factors in experimental alcoholism in rats 
and mice. They agree with Williams and 
colleagues that a genetotrophic factor “may 
contribute to the development of at least some 
cases of human alcoholism,” but disagree as 
to certain trophic factors, and suggest de- 
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veloping by artificial selection animal sub- 
strains of increasing evenness, in which to 
study more accurately the influence of diet 
deficiency upon alcohol intake. Another in- 
vestigator concludes from experiments with 
mice, half of which were raised on an alco- 
hol solution in lieu of water, that alcohol 
itself may cause a genetotrophic disturbance. 

Antabuse continues to be a topic for wide 
discussion. Summarizing 17 fatal cases con- 
nected with its use in Denmark, Jacobsen(3) 
points to some 11,000 Danish patients treated 
in the past 3} years, and states that neither 
these deaths nor previously reported ones can 
with certainty be attributed to antabuse alone ; 
that its use with alcohol is the hazard in treat- 
ment, a graver one than excessive intake of 
alcohol alone. The recent report on antabuse 
of the AMA Council on Pharmacy and 
Chemistry also found no reported deaths 
“attributable to the drug alone,” but urges 
the necessity for extreme caution and warns 
against use of antabuse by physicians unable 
to use all suitable measures or by patients 
unwilling to cooperate in treatment. In their 
report of sudden death in a man of 49, a 
chronic alcoholic for about 30 years, with 
mild hypertension, after a test drink of alco- 
hol, Becker and Sugarman(4) suggest that 
the prolonged drop in blood pressure caused 
coronary insufficiency or the severe reaction 
started an abnormal cardiac rhythm, with 
fatal results. These authors review 2 pre- 
viously reported deaths and several near 
fatalities, and warn against undue enthusiasm 
for the treatment, since a direct antagonist 
to excess of acetaldehyde is lacking. Other 
investigators found ferrous chloride and as- 
corbic acid valueless as antidotes for the alco- 
hol reaction ; but felt that glucose-saline solu- 
tion, oxygen inhalation, and elevation to 
shock position are adequate measures. 

It has been suggested that the psychotic 
phenomena sometimes following antabuse 
treatment may be due to the severe psycho- 
logic threat presented by maintenance of 
sobriety; therefore psychopaths, periodic 
drinkers, and those strongly resistant to ther- 
apy should be screened out. 

Adrenal cortical insufficiency appears again 
as a cause of alcoholism. One study advises 
careful tests before routine administration 
of adrenal cortex preparations to alcoholic 


patients, since 62% of 95 alcoholics showed 
normal pituitary-adrenal function in response 
to the epinephrine stress test. However, 
nearly three-fourths of a series of 100 con- 
secutive cases of acute alcoholism had excel- 
lent results with small doses of adrenal cortex 
extract and ascorbic acid, while ACE alone 
was not as effective. From observations of a 
single case, one therapist suggests that corti- 
sone, with its production of mild elation and 
sometimes relief of pain, may cause addic- 
tion in emotionally predisposed persons. 
Smith and Brown(5) found that ACE did 
not decrease morbidity in 8 cases of delirium 
tremens, as compared to the same routine of 
treatment without ACE. (They also found 
pantothenic acid, with or without other frac- 
tions of the B complex, ineffective in treat- 
ment of chronic alcoholics, a result that they 
feel discounts vitamin deficiency as etiologic 
in alcoholism.) McLaughlin(6) lists as far 
superior to older sedative techniques 3 
methods of detoxifying the acute alcoholic: 
(1) Goldfarb and Bowman’s intravenous 
combination of glucose, insulin, niacin, and 
ascorbic acid ; (2) the Davis-Robertson tech- 
nique of inhalations of pure oxygen by mask ; 
and (3) use of ACE and ACTH. ACTH is 
called lifesaving in a report of 2 consecutive 
cases of delirium tremens; in the first case 
the drug was unobtainable and the patient 
died on the third day of hospitalization, while 
in the other case the patient passed from a 
moribund state to complete recovery in re- 
sponse to small intravenous doses of ACTH. 

Single reports concern lack of improve- 
ment in 2 deteriorated alcoholics subjected 
to prefrontal leukotomy; psychosis follow- 
ing barbiturate withdrawal in an alcoholic ; 
psychosis of paranoid state and total blind- 
ness after ingestion of methyl alcohol. 

Two separate studies found no more ab- 
normal EEGs in alcoholies than in controls, 
and no correlations between the alcoholic’s 
clinical state and the EEG tracing. 

Attempts by Fleetwood and Diethelm(7) 
to correlate emotions and biochemical find- 
ings in alcoholism indicate that indefinable 
cholingeric substances accompany resent- 
ment in alcoholics ; a 6-oz. test drink of alco- 
hol appeared to relieve resentment, and the 
substances disappeared in the blood. Results 
were less definite for substances accompany- 
ing anxiety or tension. 
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Oltman and Friedman(8) studied 157 pa- 
tients (140 males and 17 females) admitted 
for alcoholism in a Connecticut hospital. 
One-half of them had acute psychoses. About 
half had a decline of 50% or more in cir- 
culating eosinophiles following subcutaneous 
injections of 0.3 cc. of 1: 1000 epinephrine 
hydrochloride. Initial counts in the alcoholic 
patients were chiefly in the “low-normal” 
range. These data do not confirm the pres- 
ence of deficient adrenocortical function in 
alcoholic patients, but even show an increase 
in some adrenocortical functions. 

Progress in rehabilitation programs is 
reported in several states. By the end of its 
third year the Virginia rehabilitation division 
had helped 57% of 816 patients to attain 
sobriety ; 22% remained sober longer and 
had improved in their work and family re- 
lations ; while 20% did not improve. 

Large industries, too, continue their in- 
terest in problem drinkers by liberalizing 
sickness benefit plans and setting up treat- 
ment programs. For example, Consolidated 
Edison in the first 24 years of its program 
for excessive drinkers among employees re- 
habilitated 52%. Treatment was least suc- 
cessful in cases of recurrent offense. 
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GERIATRICS 


The rapidly increasing literature on prob- 
lems of old age is reflected in the reference 
lists now appearing in the Journal of Geron- 
tology. These lists continue the subject cate- 
gories of Shock’s classified bibliography, 
noted last year. Authors and publishers are 
asked to call attention to pertinent publica- 
tions or send reprints. 


Considerable progress has been made in 
understanding the biologic and biochemical 
changes of aging and in correlating these 
with psychologic reactions. This knowledge 
is basic to more accurate diagnosis and clini- 
cal management of geriatric problems and to 
prophylaxis. Especially important work has 
been done in differentiation and handling of 
the many so-called senile psychoses. 

For example, Simon and co-workers(1), 
using the level of lipoproteins to indicate 
atheroma formation, found evidence of no 
more atherosclerotic activity in some 200 
state mental hospital patients, including 24 
autopsy findings, than in normal persons of 
the same age. Their conclusion that cerebral 
atherosclerosis has a small role would thus 
change the clinical picture of these psychoses 
of old age. A report from a Delaware state 
mental hospital stresses that some patients 
with aggravated arteriosclerosis, senile psy- 


chosis, anemia, and auricular fibrillation re- , 


sponded well to medical treatment, even 
when the mental status indicated severe 
cerebral damage. It is urged that psychologic 
factors be evaluated and those conditions 
treated that impair circulation. 

Study of 624 patients over age 60 in the 
neurologic department of a large Copenhagen 
hospital showed apoplexy to be far the most 
frequent cause of death and to constitute an 
increasingly large problem. 

Case studies by Roth and Morrissey(2) of 
150 patients over age 60 admitted in 1948 to 
a British hospital showed diagnoses of af- 
fective psychoses, mainly depressive illnesses, 
in 54% and of senile psychoses in only 24%. 
Follow-up studies that ended in March 1951 
validated these diagnoses in that about 90% 
of the latter group had died, whereas more 
than half of the former were alive and well 
and less than a fourth were dead. Roth and 
Morrissey claim that these 2 large groups of 
mental hospital admissions do not really over- 
lap, although differentiation can be difficult, 
and that failure to make a correct diagnosis 
often means the patient’s long hospitalization 
and death from exhaustion. In their opinion, 
a sure therapeutic test for doubtful cases, 
without harm in case of a cerebral atrophic 
process, is a course of 3 to 4 electroshocl: 
treatments within a 2-week period, which in 
the affective psychoses produces marked 
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change in mood and spontaneity. They em- 
phasize that, in countries like the United 
States, conclusions based on statistics alone 
about vast increases in hospital admissions 
for old age psychoses distort the real picture 
and hinder the promise of modern psychi- 
atric treatment in these cases. 

Several reports likewise describe contro- 
versial treatments of involutional psychoses. 
Polatin and McDonald(3) doubt whether 
physiologic changes are an important causal 
factor ; they too praise the excellence of ECT 
in affective psychoses and call it specific for 
both involutional melancholia and involu- 
tional paranoid psychosis. Incomplete re- 
covery in the latter condition should be sup- 
plemented with insulin shock. However, 
various writers still continue to recom- 
mend hormonal therapy in the involutional 
conditions. 

A good many reports center on the use of 
tests to evaluate losses in intellect and per- 
sonality with age. Space does not permit a 
discussion of these results, which are largely 
in line with what one would have anticipated. 

From comparative studies of 3 groups of 
psychotic men aged 60 or more with 15 ap- 
parently healthy volunteers from a fraternal 
home for aged men, Sands and Rothschild 
(4) suggest that a combination of personality 
and somatic factors accounts for the develop- 
ment of severe cerebral arteriosclerosis, since 
cerebral changes in many senile psychoses 
differ neither in kind nor degree from those 
found in the nonpsychotic aged. Aspects of 
the personal history are thus quite as im- 
portant as local pathology. When the psy- 
chosis appears, it is usually an exaggeration 
of previors trends. That is, involutional and 

. senile psychoses tend to combine with life- 
long egocentrism and poor marital and other 
life adjustments, while psychosis with cere- 
bral arteriosclerosis appears in those with 
labile emotions and a tendency to act out. In 
contrast, nonpsychotics are less sensitive to 
disease and other stresses, more detached, 
and more accepting of increasing limitations. 
They escape psychosis not because of less 
brain damage or fewer strains but because of 
less vulnerability to these influences. 

Several writers have suggested that those 
who survive past age 75 are mentally and 
physically superior to those who die in the 


previous 15-year span. They do not seem to 
decline significantly in mental power. Re- 
cently Schuster(5) reported an extremely 
interesting psychiatric study of a 106-year- 
old man, still being followed at the age of 
108. Of well-preserved appearance, without 
abnormality of mood, stream of speech, sen- 
sorium, he had an unusual lack of the con- 
stricted emotional life seen in dementia. His 
full-scale IQ of 126 and his Rorschach sug- 
gested some impairment of abstract reasoning 
ability and attention span, but functioning 
was of average efficiency, and most of his 
activities and pleasures centered on his pres- 
ent life. From the incomplete data Schuster 
concludes that the man’s superior IQ, pre- 
vious successes, many creative interests, and 
strong ego resources have helped him resist 
the onset of dementia. I have long pointed 
out that observation of healthy old people is 
quite as helpful to geriatric practice as is that 
of the abnormal and diseased. This fine re- 
port deserves careful study, with more col- 
lection of such histories. 

Numerous general articles discuss medical 
and psychiatric care in geriatrics. Complaints 
of most older psychoneurotic patients center 
around the gastrointestinal tract, with fewer 
conflicts about sex. The dangers of chronic 
inactivity are emphasized. In senile patients 
under 65 one investigator found nicotinic 
acid therapy of great value. Apparently 
adrenocortical responses are not impaired by 
age; however, administration of these sub- 
stances does sometimes increase cheerfulness. 

Increasingly numerous articles discuss 
various ideas for rehabilitating the elderly, 
social welfare plans of housing, recreation 
clubs and activities. Writers attempt to syn- 
thesize approaches from social anthropology, 
psychology, political science, economics, and 
sociology with those of medicine and genet- 
ics. This growing interest is praiseworthy, 
but many discussions are too general, theo- 
retical, and unobjective. 

The U. S. Public Health Service has es- 
tablished a new division, Hygiene of Aging, 
to cooperate with the various state agencies 
on geriatric problems. In California, the 
recent Governor’s conference on aging en- 
listed cooperation of 2,500 persons from 
every county and agency. Business and in- 
dustry also show some interest in developing 
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suitable pension plans, retirement programs, 
selective retirement programs, and group 
health insurance plans to include older 
enrollees. 

A new periodical, The Journal of the 
American Geriatric Society, begins publica- 
tion this month. 

An excellent article by Alvarez(6) has ap- 
peared on a rarely discussed topic, care of 
the dying. Alvarez believes that elderly pa- 
tients generally welcome frank and careful 
discussion of approaching death. His prac- 
tical advice includes suitable use of sedation 
for relief of pain and disapproval of strin- 
gent restrictions of activity and regimen. 
Guided by family wishes, the wise physician 
insists on good nursing care but relaxes 


drastic medical procedures for aged patients 
obviously beyond help. Alvarez points out 
that many severely ill aged persons do not 
greatly fear death, and the physician’s 
honesty gives them a feeling of comfort and 
friendliness. 
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EPILEPSY 
C. WESLEY WATSON, M.D., Boston, Mass. 


Several articles of interest relating to epi- 
lepsy appeared during the year covered by 
this restricted review. Electroencephalogra- 
phy in its relation to problems of epilepsy is 
reviewed elsewhere in this JoURNAL. 

The chapters on epilepsy appearing in the 
new edition of Ford’s textbook(1) have 
been competently revised to include new and 
significant material without sacrificing the 
sound clinical viewpoint inherent in the basic 
text. Kremer(2) has presented his view of 
current knowledge and viewpoints relating to 
epilepsy. Gibbs and Gibbs have revised and 
enlarged their Atlas of Electroencephalogra- 
phy with a single volume devoted to epi- 
lepsy (3). 

In a short, clearly written monograph, 
Penfield and Kristianson(4) have summa- 
rized their careful observations of the local- 
izing value of initial phenomena in 222 cases 
of focal cortical seizures. The anatomical 
site of the lesion was “localized” at operation 
either by reproduction of the initial epileptic 
phenomenon or by detection of electrical dis- 
turbance in a visibly abnormal area of cortex. 
The grouping of sites of lesions resulting in 
a common initial phenomenon corresponds to 
general clinical experience. The few impor- 
tant exceptions demonstrate, however, that 
the same initial symptoms may result from 
foci in widely separated parts of the cortex 
of the epileptic. 


In a concise review of classification, mech- 
anism of seizure production, and therapy, 
Kaufman and Isenberg (5) divide all seizures 
into 2 categories: “idiopathic” and “ac- 
quired.” On the assumption that both “petit 
mal absences” and generalized seizures with- 
out aura arise from a “focus” in the upper 
brain stem, these minor and major manifes- 
tations of epilepsy are grouped together 
under the heading “idiopathic.” The early 
medical usage of “idiopathic” was to distin- 
guish a single morbid entity of unknown 
cause, @.g., pernicious anemia, as distin- 
guished from other anemias. By common 
misusage the term has come to signify that 
the cause of a disorder, so designated, is in 
doubt or totally obscure. Thus, to most, the 
term “idiopathic epilepsy” has come to sig- 
nify that clinical category of epilepsy in 
which the causes of the seizures are not de- 
termined. (Either “cryptogenic” or “agno- 
genetic” would be preferable terms etymo- 
logically.) In the absence of scientific, prag- 
matic, and etymological justifications for this 
new usage of the term “idiopathic” confusion 
will certainly arise. 

Lennox(6) found that 20.7% of 1,900 
office patients with epilepsy had paroxysmal 
disturbances he would classify as “psycho- 
motor epilepsy.” On the basis of clinical, 
description 3 main categories of “psycho- 
motor seizures” were recognized: (1) psy- 
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chomotor, (2) automatic, (3) subjective 
(psychic) seizures. With an increase in age 
there was an increase in incidence of “psy- 
chomotor seizures.” A definite history of 
acquired brain pathology antedating onset of 
epilepsy was obtained in one-third of pa- 
tients, and the incidence of epilepsy among 
near relatives of this group was lower than 
for individuals with other seizure manifes- 
tations. Lennox concluded that “psycho- 
motor seizures” may, in most instances, be 
the sequelae of brain injury. 

In a thoroughgoing study of 820 surviving 
cases of penetrating brain wounds suffered 
during the second World War in British 
service personnel, Russell and Whitty(7) 
found an over-all incidence of posttraumatic 
epilepsy of over 43%, 5 years after wound- 
ing. This finding of a high liability to sei- 
zures following brain injury in war agrees 
well with observations of epilepsy incidence 
among brain-wounded American personnel 
in World War II(8). Thus, of the 279 
American cases studied, 36% developed sei- 
zures 2 years after injury, and 41.6% 3 years 
after injury. The incidence of posttraumatic 
epilepsy after brain wounds among World 
War I casualties was essentially the same as 
among World War II casualties. Thus, 
neither improvements in surgical technique 
nor control of sepsis appear to have in- 
fluenced materially the incidence of post- 
traumatic fits. 

Rae(g) described a case of posttraumatic 
epilepsy following right frontal lobe injury 
in which both Jacksonian and generalized 
seizures could be provoked by applying a 
firm stroking or painful stimulus to the outer 
border of the sole of the left foot only. This 
was the site of hyperaesthesia resulting from 
a peripheral nerve (sural) injury. The case 
lends support to the view that peripheral 
stimulation may provoke a seizure if the cor- 
responding cerebral cortex has been rendered 
unstable previously. 

Russell et al.(10) found that 7 of 28 per- 
sons had convulsions during the course of 
disseminated lupus erythematosis. Two pa- 
tients had convulsions 2 years prior to ap- 
pearance of recognizable symptoms of the 
disorder. The authors properly suggest that 
epilepsy accompanied by rheumatoid ar- 
thritis and/or leukopenia may constitute an 


early form of disseminated lupus. The 
plasma L.E. test was positive in all 28 cases, 
and may have considerable value as a diag- 
nostic aid in early stages of the disorder. 

Intermittent decerebrate rigidity resulting 
from brain-stem compression has mistakenly 
been thought to* represent “cerebellar epi- 
leptic seizures.” That a true epileptic seizure 
may result from excessive nerve cell dis- 
charge in the cerebellum is suggested albeit 
not proved by the observations of Johnson 
et al.(11) that intracerebellar injection of 
strychnine in the cat results in a seizure 
characterized by rapid rolling and running 
movements. This motor activity is associated 
with a sustained paroxysmal discharge in the 
electrocerebellogram. 

The facilitatory influence of remote cere- 
bral cortical damage upon the development 
of focal cortical seizures has been suggested 
by the work of Kopeloff et al.(12) who 
found that the application of alumina cream 
to the intact precentral cortex of 3 monkeys 
with prior ablation of contralateral precen- 
tral cortex resulted in a greater degree of 
convulsive reactivity than occurred in a con- 
trol series without prior contralateral cortical 
ablations. 
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Some of the problems encountered in set- 
ting up a mental hygiene curriculum in pub- 
lic schools were recently reviewed by the 
psychiatrist of the Cincinnati, Ohio, Board 
of Education(1). Dr. Hertzman listed these 
as follows: (a) developing an understanding 
of mental health courses on the part of 
school administrators, supervisors, and prin- 
cipals ; (b) selection of teachers emotionally 
suitable for leadership of such courses; (c) 
training such teachers in an awareness of 
personal relationships and the meaning of 
group interplay and of their own reactions 
to the material brought out by the students ; 
(d) assembling suitable teaching materials ; 
(e) channeling of individuals in need of help 
to the proper sources. The Cincinnati pro- 
gram began with a required credit course in 
“More Efficient Living” for students in the 
last year of their high school course. It now 
includes, in one high school, ninth-grade ori- 
entation courses for boys and girls, and in 
some schools human relations courses at the 
sixth, fifth, and fourth grade levels. Teachers 
for these human relations courses are re- 
cruited from physical education personnel 
who have been teaching health subjects, from 
persons who have been in the Child Study 
Association group under the auspices of the 
University of Chicago and the University of 
Maryland, and also from teachers with no 
specific training experience in the area who 
were selected because various administrative 
sources deemed them likely candidates. 

A school mental hygiene project that has 
now been going on successfully for some time 
is one that was developed through the efforts 
of the Massachusetts Association for Mental 
Health. Initiated in 1947, this project origi- 
nally centered around “Thirty Lessons in 
Human Relations in the Classroom,” designed 
for junior and senior high schools. A train- 
ing program was set up for the project, to 
aid teachers in their understanding of the 
emotional needs of children. This past year 
courses in the principles of child development 
and emotional behavior have been provided 
in school systems throughout Massachusetts 
under the Harvard-Boston Extension Serv- 
ice and Tufts University. “Carrying gradu- 


MENTAL HEALTH IN EDUCATION 
W. CARSON RYAN, Pu.D., Hu, N.C. 


ate credit, these courses present the develop- 
ment of personality from the view of dynamic 
psychiatry,” comments the Progress Report 
of the National Institute of Mental Health 
(2). Another feature of this Massachusetts 
school project is the annual “Institute in 
Mental Health for Educators,” which has 
drawn 230 representatives from 37 of the 
state’s townships. The training program has 
for its objective “to help bring about a wider 
understanding of the child as a whole person” 
and to integrate this concept into modern 
educational practice. 

Mental hygiene teamwork involving schools 
with other agencies characterizes the program 
in Baltimore County, Maryland. This pro- 
gram centers around a one-day-a-week all- 
purpose clinic maintained by the Health D- 
partment. Under this program public healt! 
nurses are utilized as part of the intake pro- 
cedure in the psychiatric clinic. The Balti- 
more County Health Department has had a 
school health program functioning in the 
elementary schools, and the mental hygiene 
activity involves liaison between the com- 
munity and the school(3). 

The function of the health educator in the 
mental health program is one of the concerns 
of the recently formed Society of Public 
Health Educators (SOPHE). In a current 
statement entitled “Some Guidelines for 
Mental Health Education” the National In- 
stitute of Mental Health points out that, just 
as educators are concerned about mental 
health in education, mental health personnel 
are equally concerned about mental health in 
health education(4). For purposes of gen- 
eral education, says the National Institute 
statement, the amount of available knowledge 
is not of paramount importance : 

What is vastly more important is the need of the 
learner and the use he makes of any available infor- 
mation—and his attitudes and behavior related to 
that information. Even if there were less scientifi- 
cally validated information and fewer agreed-upon 
principles in the field of mental health than are now 
available, there would still be sufficient material on 
which to build a mental health program. 


Importance of the teacher in any program 
of mental health in education was brought 
out in the recommendations following the 
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sessions of the Fourth International Con- 
gress on Mental Health held in Mexico City 
in December, 1951. Working Group C at 
the Congress dealt with “Mental Health and 
the Selection and Training of Teachers.” 
The report of this group(6) stressed the 
necessity for giving greater consideration 
than is ordinarily given to mental health and 
wholesome personality in the selection and 
preparation of teachers. It urged a revision 
of the criteria for personality factors in 
teacher selection, assignment, and placement, 
with due weight to be given to the personal 
attributes and skills in social participation. 
“A first consideration,” says the report, 
“should be that the prospective teacher likes 
children, respects the personalities of children 
and youth, and desires to live and work with 
them,” but the point is made that this must 
be tested in ways other than mere verbal as- 
sertion. The report concludes with a recom- 
mendation that mental hygiene societies and 
other organizations should use every possi- 
ble means to inform parents as to the impor- 
tance of emotional and social development in 
the schools : 

They should help parents and other citizens to 
understand that modern schools and modern teach- 
ers consider their task to be not only imparting 
ordinary skills and information, but also (and fun- 
damentally) helping children and youth to develop 
wholesome personalities and good human relations. 

The flow of materials—books, pamphlets, 
films, and aids of all sorts for use in mental 
health education—continued during the year. 
A new text titled specifically Mental Hygiene 
for Classroom Teachers is by Harold W. 
Bernard of the University of Oregon Higher 
Education System(7). Especially noteworthy 


The acceptance of psychiatry as a useful 
tool in industrial management continues to 
be very slow. The kind of psychiatry that 
supplies an endless variety of excuses to in- 
dividuals seeking escape from responsible be- 
havior can never be accepted, with safety, by 
competitive industry. The resistance of 
management to some psychiatrists is not 
pathological but healthy. The pathology must 
lie elsewhere. 


PSYCHIATRY IN INDUSTRY 
F. W. DERSHIMER, M.D., Wi-mincton, De. 


is the attention now being given to mental 
health in general texts in psychology and 
education for teachers. The new edition of 
Kimball Young’s Personality and Problems 
of Adjustment(8) includes a number of dis- 
cussions of the mental health effects of 
schools and teachers. Roy D. Willey’s Guid- 
ance in Elementary Education(g) includes a 
lengthy section on “Mental Health: Its Haz- 
ards and Hygiene,” in which emphasis is 
placed on what can be accomplished for bet- 
ter mental health of children through the 
new-type elementary curriculum. Recent 
pamphlets include the Association of Child- 
hood Education’s Helping Children Live and 
Learn; Science Research Associates’ Why 
Children Misbehave; and the U. S. Chil- 
dren’s Bureau publication, A Healthy Per- 
sonality for Your Child. In the film field, a 
selective guide for mental health motion pic- 
tures has been prepared by the National In- 
stitute of Mental Health, U. S. Public Health 
Service, and is now available(10). 
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These conclusions were expressed at a 
meeting held in October, 1952, and attended 
by more than 100 well-qualified physicians, 
mostly full-time, from industrial plants 
scattered over the eastern half of the United 
States. They were based on their own obser- 
vations of the end-results of treatment by 
many outside psychiatrists. 

As one physician bluntly put it, “The best 
psychiatrists we can find do our people no 
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lasting good. If we comply with their recom- 
mendations to give men and women time off, 
move them into easier jobs and otherwise re- 
lieve them of responsibilities, we ruin them.” 
Another man from a city with a good medical 
school, said: “I have had to stop sending 
‘tension’ cases outside. They come back 
worse than ever. They do better if I just 
keep them at work and encourage them to 
settle and act on their personal problems the 
best they can.” 

Such reports carry scientific weight per- 
haps greater in value, for psychiatry, than 
post-mortem reports in organic medicine. 
They are based on end-results as observed in 
vivo, by competent medical men and other 
scientists in industry over millions of man- 
hours. 

We can’t disregard them and consistently 
claim that we are trying to develop the art 
of psychiatry on a scientific basis. We should 
instead accept our responsibility to learn 
how to utilize this situation for the advance- 
ment of psychiatry. Those who do, discover 
invaluable opportunities to improve their 
practice of the psychiatric art and add to our 
knowledge. Wiesel and Arny give the im- 
pression in their paper(1) on a study of 
eastern Kentucky mountaineer coal miners 
that they are taking full advantage of one 
such opportunity. 

During the past year the United States 
Public Health Service announced a program 
for training state counselors to teach coun- 
selors in industry(2). Such continued efforts 
by some psychiatrists to set up counseling in 
industry as a new panacea for psychiatric 
ills demonstrates a failure to get an accurate 
history of the procedure proposed and its 
results. 

The efforts to sell counseling to industry 
invariably seem to refer to work done, more 
than 20 years ago, by the Harvard School of 
Business in an industrial plant. These refer- 
ences imply that this work established the 
great value of a counseling procedure, then 
set up and presumably still being carried out, 
for improving industrial relations. Actually, 
so far as I know, nobody has brought forth 
any real evidence to support such claims. And 
it is a matter of record that there has been at 
least one bitter strike in this plant since 
counseling was thus initiated. 


Furthermore, the effort to sell counseling 
as a new thing in industry indicates a com- 
plete failure to get other easily obtainable 
facts. Counseling has always existed in in- 
dustry. The owner of the small plant, the 
supervisor and manager of the larger one, 
commonly accepts, as part of his job, the 
task of counseling with his subordinates, 
equals, and superiors. 

The sound industrialist has learned, by 
experience, that with subordinates he does 
better when he leaves the initiative, in re- 
questing counsel on business or personal 
matters, to them. He accepts the limitations 
of his own knowledge and readily refers 
himself and others to qualified authorities in 
other fields. He follows advice, once ac- 
cepted, better than most people. If it proves 
sound he goes back for more and sends 
others. 

He fully respects professional confidence 
on personal matters. But he will not and 
should not give up his right to act as the final 
authority on matters pertaining to work. He 
would be evading his own responsibility if he 
did so. 

The psychiatrist who recognizes and meets 
these realities finds, in our experience, no 
pathological defensiveness against psychiatric 
counseling. The benefits to psychiatry do not, 
however, stop there. 

The division manager of a large research 
group approached me, shortly after I entered 
the du Pont Company, asking for help in 
handling emotional disturbances among his 
people. As it turned out, he helped me and 
psychiatry more than I could help him. 

He and his top staff of successful research 
directors met, twice a month, for about 3 
years, seeking and studying facts about hu- 
man relations. When someone brought up 
the question of transferring, for example, a 
disturbed person to a position of less respon- 
sibility, we examined the results in the many 
cases in which this procedure had been fol- 
lowed. We did “post-mortems” on the pro- 
cedure and learned that the end-results were 
decreased productivity and, for the individ- 
ual, an ever-worsening state of dependency, 
mental disease, and misery. 

As we thus began to learn the “present 
state of the art” of handling emotionally dis- 
turbed people, we began to set up experiments 
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in handling both individuals and groups, to 
learn more about mental health and mental 
disease. These men, and others, thus supply 
an opportunity to do realistic research in 
psychiatry that could not be bought, outside, 
for millions of dollars. 

Dr. Gerald Gordon(3), my associate psy- 
chiatrist, described similar opportunities— 
and excellent psychiatric results as shown by 
plant records on absenteeism, safety rates, 
and other realistic evidence. I was fortunate 
in getting such invaluable help early. But 
similar opportunities exist elsewhere in in- 
dustry as shown by Dr. Gordon, who checked 
up on my conclusions in a different area of 
the Company. 

A young psychiatrist, interested in work- 
ing in industry, who came in for counsel dur- 


The year 1952 has been an eventful one for 

professional nursing. Five national nursing 
organizations have merged their membership 
into 2 organizations(1) and the results of 
these activities will affect psychiatric nurs- 
ing (2). 

The American Nursing Association con- 
tinues to be an all-nurse membership organi- 
zation. Its over-all purposes (3) are “to foster 
high standards of nurse practice and promote 
the welfare of nurses that all people may 
have better nursing care.” Three major ob- 
jectives are proposed: (a) to provide health 
protection for the American people, (b) to 
aid nurses to become more effective and more 
secure members of their profession, and (c) 
to promote better care for the people of the 
world. 

The National League for Nursing is suc- 
cessor to the National League of Nursing 
Education, the National Organization for 
Public Health Nursing, and the Association 
of Collegiate Schools of Nursing. It includes 
some nonnurse members. Its objectives in- 
clude: “To foster the development and im- 
provement of hospital, industrial, public 
health, and other organized nursing services, 
and of nursing organization to the end that 
the nursing needs of the people will be 
met”’(4). 


PSYCHIATRIC NURSING 
MARY E. CORCORAN, R.N., BetHespa, Mp. 


ing the year, finally summed up all I am try- 
ing to report. He came bringing a well- 
written prospectus of what he would do in 
industry—a curbstone diagnosis based on 
similar published articles and reports. After 
long discussion, he heaved a sigh of relief 
and said, as well as I can recall: “You are 
saying that all I have to do is to act as a 
physician, specializing in psychiatry, and let 
my results speak for themselves as ethical 
physicians always have. That I can do.” 
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At the present stage of development the 
newly organized associations, their interrela- 
tions and interdependencies, have not been 
finally clarified, but an interdivisional council 
has been established to consider items in- 
volved. 

By action of the Board of Directors the 
first Interdivisional Council within the Na- 
tional League for Nursing will consider psy- 
chiatric nursing. The purposes are: (a) to 
confer on matters concerned with psychiatric 
nursing, (b) to present to the NLN Board 
of Directors problems in psychiatric nursing 
that require action, and (c) to discuss and 
assist with development of the NLN’s pro- 
gram as it relates to psychiatric nursing. 

Miss Kathleen Black (Ontario Hospital 
School of Nursing, Whitby, Ont., BS Uni- 
versity of Chicago, MS Teachers College, 
Columbia University) has been appointed 
psychiatric nursing consultant and director 
of the psychiatric—mental health nursing 
project, conducted under the auspices of the 
National League for Nursing(5). Miss 
Black’s experience in the clinical care of 
mental patients and her work as instructor in 
psychiatric nursing at basic and advanced 
levels of nursing education qualify her to 
provide effective leadership. 

Among the universities offering courses 
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in advanced psychiatric nursing are 3 that 
differ in some respects from others pre- 
viously established : 

1. Saint Elizabeths Hospital, Washington, 
D. C., reports a psychiatric nursing intern- 
ship offered in cooperation with the Ameri- 
can University, Washington, D. C. The pro- 
gram will enable graduate nurses to secure a 
year of advanced psychiatric nursing in 
classes conducted under the auspices of the 
university at the hospital, and supervised 
clinical experience on the hospital wards. 

2. The University of Cincinnati(6) re- 
ports the establishment of 3 programs in 
psychiatric nursing. One is for qualified 
graduate nurses who desire special prepara- 
tion in psychiatric nursing, the second leads 
to a bachelor of science in nursing with a 
major in psychiatric nursing, and the third 
leads to a master of science in nursing and is 
designed to prepare nurses for administra- 
tive, educational, and consultant positions. 

3. The Minnesota Division of Public In- 
stitutions(7) announces 16 scholarships pro- 
vided by the state. These are available for 
graduate nurses and are expected to provide 
personnel for the developing mental health 
program by increasing the number of nurses 
qualified for positions as instructors and 
supervisors in the state mental hospitals. 

Virginia reports the appointment of Miss 
Annie Hall as psychiatric nurse consultant in 


Trends rising out of World War II now 
show a definite direction toward progressively 
more intimate integration of occupational 
therapy with programs of physical medicine, 
vocational counseling, and _ rehabilitation. 
Some resistance to these changes is noted. 
The attendant discomforts are probably un- 
avoidable. Perhaps psychiatry presents spe- 
cial needs and problems. How much have 
we made use of physical medicine, vocational 
counseling, and rehabilitation techniques? 
Should we evade this issue? Will not the 
union between these disciplines make all of 
them more fertile? Experiments like those 
at Toronto should be encouraged. Premature 
criticism and judgment should be avoided. 


OCCUPATIONAL THERAPY 
LAWRENCE F. WOOLLEY, M.D., Attanta, Ga. 


the office of the Commissioner of the Depart- 
ment of Mental Hygiene and Hospitals. In 
the year since she took office, Miss Hall has 
promoted inservice education for graduate 
nurses and for the attendant personnel at 
each of the state institutions. An affiliation 
is being offered for Negro student nurses at 
the Central State Hospital, Petersburg, Va. 
This hospital cares for Virginia’s Negro 
patients. 

Nurse participation in research is reported 
by the Boston Psychopathic Hospital(8). 
A group of specialists are making a study of 
the effect on psychiatric patients of the 
changes and activities that ‘take place on a 
mental hospital ward. The findings are not 
yet complete, but it is expected that they will 
show that interaction and patient socializa- 
tion are affected by the increase or decrease 
of ward employees. 

A study of patient behavior is reported by 
Gwen Tudor(9), a nurse who participated 
in the study. 
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Dunton(1) discusses the combined course 
in occupational therapy and physical medicine 
at Toronto. After noting the reasonably high 
standards for admission he summarizes the 
hours of time devoted to each subject as fol- 
lows: anatomy 270; chemistry 30; depart- 
ment management 30; diction 30; electro- 
therapy 165; gymnastics and recreation 30; 
hospital techniques 20; massage, manipula- 
tion, and surface markings 85 ; medicine and 
surgery 105; pathology 15; physiology 90; 
psychiatry 4; physics 60; psychology 60; re- 
medial exercises 330; social studies 30; 
speech therapy 15; therapeutic occupations 
480 ; hospital practice 15 hours a week during 
the third year. 
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Graduates of the former course in occupa- 
tional therapy were formerly eligible for im- 
mediate registration in the American Associ- 
ation. Refusal of this courtesy to graduates 
of the combined course resulted in misunder- 
standings that were somewhat ironed out at 
the 1951 meeting of A. O. T. A. Now, the 
graduates are eligible for registration after 
a year of successful work in the United 
States as are graduates of “other countries.” 
Skepticism about the combined course is 
founded upon the range of subjects covered 
in the allotted time and divergent viewpoints 
of occupational therapists and physical thera- 
pists that lead different personality types into 
each field. Dunton believes too much time is 
devoted to casual subjects. “It would seem 
that the Toronto course aims to create in one 
individual a physical therapist, an occupa- 
tional therapist, a nurse’s aid, and an elocu- 
tionist.” 

Krusen(2) systematically discusses the re- 
lationship between physical medicine and 
occupational therapy. He concludes: (1) 
Occupational therapy is really a highly spe- 
cialized branch of physical therapy. There 
is no logical reason why the two fields should 
not be combined and there are many reasons 
why they should. (2) Physical and occupa- 
tional therapy departments should be under 
direct medical supervision, preferably with 
one physician to direct both departments. (3) 
Technicians who work in these departments 
should be well trained in accredited schools 
and the future trend should be to train each 
technician in both subjects. (4) The 2 de- 
partments in the institution should be com- 
bined or very closely coordinated, and should 
be in close physical proximity to each other. 
(5) In many instances physical and occupa- 
tional therapy treatments should be combined 
at the same patient visit. 

Nyquist et al.(3) stress the individual as 
a focus for therapy and appreciate the contri- 
bution made by the occupational therapist to 
the vocational counselor. They find occupa- 
tional therapy particularly useful in training 
and work programs. O’Reilly(4) says occu- 
pational therapy has “an almost limitless 
field in a rehabilitation program.” Gold(5) 
points out the need for integrating occupa- 
tional therapy and physical medicine into the 
rehabilitation program to avoid haphazard 


approaches. He notes the spread of such 
services into county homes and general hos- 
pitals, especially in geriatrics and chronic 
illness. Meeske and Jacoby (6) outline appli- 
cations of occupational therapy in the home 
and discuss psychological and psychiatric 
problems encountered. Committee reports 
(7) deal with some of the personnel and 
training problems encountered. Henle(8) 
gives an excellent exposition of integrated 
teamwork in the psychiatric hospital. He 
says, “Any large hospital offers a variety of 
exploratory and work evaluation centers. 
. . . Through vocational counseling, testing, 
occupational information and work tryouts, 
the patient arrives at a vocational objective.” 
Good(9) and Kurtland e¢ al.(10) discuss 
problems of the aged in Canada. 

Spackman(11) reports on the formation 
of an International Federation of Occupa- 
tional Therapists with the constitution to be 
drafted at a preliminary meeting in Liver- 
pool, April 1952. The fourth “Annual Inter- 
national Convention of Occupational and 
Physical Therapists” (12) was held at Port- 
land, Oregon, in May, 1952. We note the 
spread of international organization. 

Responses from many medical schools(13) 
expressed interest in starting occupational 
therapy courses with specification at the 
University of Texas. Ramos(14) reports 
on introducing occupational therapy in a 
Puerto Rican hospital. 

Intense interest in research is revealed by 
Goodrich(15) who holds that merely to cre- 
ate tradition is not enough. Although the 
task is difficult, working concepts must be 
defined and tested. Duvall(16) gives sugges- 
tions for planning, carrying out, and report- 
ing research in occupational therapy. 

The July-August issue of The American 
Journal of Occupational Therapy (17-28) 
presents a symposium on professional read- 
ing, writing, and publication, with sugges- 
tions for use of Journal clubs, books, maga- 
zines, etc., in therapy that could well occupy 
this entire review. Space does not permit. 
Numerous excellent articles on specific prob- 
lems and applications have had to be omitted. 
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Last year the American Association of 
Psychiatric Social Workers celebrated its 
25th Anniversary. Achievements of the past 
years were recounted and strengths and 
weaknesses in the practice of psychiatric 
social work evaluated. This year members 
of the Association have been giving thought 
to meeting immediate needs and formulating 
future goals for the profession. There are 
many esoteric questions that arise in this 
connection, but there are also many con- 
crete needs in the field that must be met; 
among these probably the most evident is 
extensive recruitment to meet existing needs 
for services. 

In the report made for the President’s 
Commission on Health Needs of the Nation 
(4), it was estimated that on the basis of 
current staffing ratios 9,860 psychiatric social 
workers were needed to provide basic clinical 
and hospital services. With an estimated 
total of only 4,500 psychiatric social work- 
ers in the United States the extent of the 
need for intensified recruitment becomes evi- 
dent. Increasing training opportunities must 
be provided. Since the largest number of 
graduates with a psychiatric social work se- 
quence in a given year has beer: 645, one real- 
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izes the enormity of the task ahead. Such a 
plan calls for more extensive interpretation 
of job potentialities in the field than has been 
done in the past and the progress made to 
meet the challenge of the job to be done in 
various settings. 

That this need for interpretation is being 
met by Association members is reflected in 
some of the most thoughtful articles pub- 
lished during the year. “Functions of the 
Psychiatric Social Worker in a Mental 
Health Clinic” (5), written by staff mem- 
bers of the Veterans Administration Mental 
Health Clinic in Boston, outlines procedures 
and interprets practice in an adult mental 
health clinic setting. A very challenging in- 
terpretation it is from the intake interview, 
which is a team function of both psychiatrist 
and social worker, to the maintenance of high 
standards of treatment service focused on 
the needs of the patient and his adaptation to 
his environment. The criteria used in the as- 
signment of cases does much to clarify the 
role of the psychiatric social worker in the 
treatment situation, aided by the psychiatric 
consultant who clarifies problems and goals, 
reviews case loads to ensure suitability for 
casework treatment or recommends trans- 
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ference of the patient when the presenting 
problem is not within the province of the 
social worker or clarifies the caseworker’s 
problem in treating the patient. “An Inter- 
pretation of Psychiatric Social Work Serv- 
ices in a Psychiatric Hospital” (3) was pub- 
lished this year by the Veterans Administra- 
tion, which points up the opportunities for 
service and the nature of these services from 
the time the patient is admitted until his 
trial visit ends. A timely bit of vocational 
advice is included in this brochure, which 
we quote: 

Not all social workers are equipped to practice 
in psychiatric hospitals. Besides the necessary 
basic experience and training, the social worker who 
is best suited for a psychiatric program is one who 
has an unusual amount of optimism, one who is able 
to accept more than the usual amount of frustration, 
and who can say he will never give up trying. In 
addition, the social workers should be equipped with 
a clear understanding of the possibilities for social 
service and not have to depend upon someone else 
to define what they should be defining themselves. 
This takes forthrightness as well as clarity. 


Leon Brill(1) has written a much-needed 
interpretative article regarding casework 
treatment with psychotic patients. In this 
article the author states that in the past social 
workers who have attempted to individualize 
their casework treatment with psychotic pa- 
tients have been impeded in the use of their 
techniques because of fears, shibboleths, and 
arbitrary “do’s” and “don’ts.” Pe feels that 
casework in this field has not kept up with 
the advancements made by psychiatry in 
helping the psychotic in his adjustment and 
that in view of the special need for an ade- 
quate social adjustment on the part of psy- 
chotic individuals there is an increasing need 
for the special role of social workers in treat- 
ment. 

In the field of mental deficiency where 
psychiatric social workers are particularly 
needed in work with the patient who has 
been institutionalized, again we find case- 
work services interpreted. In past years so- 
cial workers have tended to depend upon 
lessening of environmental pressures as the 
main therapeutic approach to the defective’s 
problems, but increase in community facili- 
ties for the treatment of the defective child 
has brought about a change in the type of 
services needed. The majority of the high- 
grade children who come to the state schools 


now come primarily because they are defec- 

tives with emotional problems of such nature 
that they are unable to use existing com- 
munity facilities—hence they are in need of 
treatment as well as training. 

The increasing acceptance of infants and 
young children of low-grade mentality in 
the schools has also brought to light the 
problems of the parents in relation to the 
defective child. Elizabeth Smith(6) discusses 
these factors in a recent article and shows 
vividly the challenge it is to the caseworker’s 
skills to relieve to some extent the anxiety, 
guilt, and misapprehensions that parents 
bring to the intake interview when institu- 
tionalization of the young child is considered. 
The help that can be given to these parents 
by the social worker in meeting the reality 
situation regarding their defective child is 
vividly described. 

Dorothy Brown(2) sounds an optimistic 
note in her article in which she discusses 
the social service responsibility in the train- 
ing colony with the subsequent services in 
work placement. It is evident that the suc- 
cess of this entire program, and it has been 
successful, depends to a large extent on the 
quality of casework given, for these are 
girls who still have serious emotional prob- 
lems in spite of the fact that they have 
responded well to institutional treatment 
directed toward the alleviation of these prob- 
lems. 

Winifred Wardell(7) adds further inter- 
pretation of psychiatric social work with the 
defective in the community in an article 
showing the function of the social worker in 
helping both the patient and his family to 
use vocational training advantageously. 

We have covered in some detail the inter- 
pretation of psychiatric social work services 
in the areas where recruitment seems to pre- 
sent the greatest difficulty: mental hospitals, 
adult mental health clinics, and schools for 
the mental defective. There has also been 
material published this year showing various 
adaptations of community clinic functioning 
to meet specific local needs, and reports of 
adaptations of psychiatric social work prac- 
tice in various settings, as well as critical 
evaluations of casework practice and training 

for this field. 
The main trend this year, however, has 
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seemed to be defining and interpreting the 
role of the psychiatric social worker. Thus 
it appears that the American Association of 
Psychiatric Social Workers membership has 
made progress in meeting the extensive needs 
in recruitment and is paving the way for 
sound development for the next 25 years. 
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FAMILY CARE 


The use of family care seems to be extend- 
ing slowly, both in the areas that have used it 
over long periods of time, and in new areas 
as well. Stycos(1) feels that family care, 
although successful as a method of treatment, 
is a neglected area of research. This may be 
due, he suggests, to the fact that patients are 
not under the immediate supervision of psy- 
chiatrists who might be expected to have in- 
vestigative interests. 

He suggests that a search be made for 
critical variables in family care as opposed to 
institutional care ; for the effects from family 
care as opposed to the care by the original 
family of the patient; for the effects of 
family care as an intermediate therapeutic 
step between the institution and the return to 
the community ; and which means would be 
most efficacious in furthering the system’s 
acceptance both by hospitals and by com- 
munity. 

Yerbury(2) describes 6 types of patients 
who can be placed in family care: (1) Those 
who are somewhat improved and have only 
slight symptoms. (2) The improved patient 
with stationary symptoms, such as found 
among schizophrenics, and who will become 
institutionalized if confined too long. (3) 
The patient who has improved who has a 
poorer, inadequate home situation, or no 
home at all. (4) The patient who has para- 
noid trends who would make adjustment 
difficult among former friends. (5) The pa- 
tient whose dissatisfaction with hospital 
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treatment may diminish with family care. (6) 
The patient with senile, degenerative changes 
that may improve with individual attention. 


TABLE 1 
PATIENTS IN FAMILY CARE IN THE UNITED STATES, 
1951-1952 
Veterans Administration ........... 144 


Table 1 presents the number of patients in 
family care in the United States(3). In- 
cluded in the totals are groups of patients 
from schools for the mentally defective: 
796 patients in New York, 215 from Illinois, 
52 from Ohio, and 41 from Massachusetts. 
The figures from the Michigan Department 
of Mental Health show that in a 2-year 
period the number of patients in family care 
has increased from 794 to 1,197. The 3 
Veterans Hospitals having most patients 
placed were Palo Alto, California, 39; Tus- 
kegee, Alabama, 38 ; Bedford, Massachusetts, 


23. 
It is interesting to note that the Veterans 
Hospital in Bedford, Massachusetts, having 
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placed 53 patients in family care, observed 
that it had saved 21,060 hospital days at an 
average cost of $6.96 per day. This repre- 
sented a saving to the Government through 
family care of $146,577.60 (less the cost of 
maintaining the program). The cost of 
family care in the Veterans Administration 
is borne by the patient himself out of his own 
fund. 

According to a report(5) by Hester B. 
Crutcher, Director of Social Work in the 
New York Department of Mental Hygiene, 


The chief difficulty in the extension of this pro- 
gram is in finding homes that are near larger towns 
and cities where various rehabilitative resources and 
employment opportunities are available. Rural 
homes with good caretakers where older patients 
receive excellent care are available, but the oppor- 
tunities for job training or for work of any kind, 
except some seasonal farm labor, are distinctly lim- 
ited and relatively few of the younger patients are 
interested in this type of work. Patients living in 
family-care homes become more responsive and 
more productive because of the individual attention 
they receive and they are happier than they were 
in the institution. 


Mrs. Margaret M. Platner, Chief of Social 


Service, Department of Public Welfare, 
State of Illinois, observes, 


Family care is an avenue for placement in the 
community of patients without relatives to care for 
them. Although the family-care program entails a 
great deal of work in finding homes, follow-up, 
future planning, etc., the social workers find it one 
of the most gratifying forms of their work. 


In Norwich, Connecticut, 60 elderly men 
and women patients, receiving infirmary care 
under state aid have been placed in 2 con- 
valescent homes, under the family-care pro- 
gram. These patients are supervised by socia! 
workers and by the hospital psychiatrist. 
Recent examinations of these patients indi- 
cate that all of them were happy with the 
arrangement and did not wish to return to 
the hospital(7). 


OUTPATIENT PSYCHIATRY 


Of 1,228 mental health clinics(8) now 
operating in the United States, 75% are 
partly or entirely devoted to serving children. 
A report based on a survey conducted by the 
Mid-Century White House Conference on 
Children showed a net increase of 475 clinics 
since 1947. More than half of the clinics 
are located in the Northeast, a region that 


contains only about one-quarter of the total 
population. The ratio of 1.67 clinics per 
100,000 population for this region is more 
than 4 times that for the southern, and ap- 
proximately 24 times that for the north cen- 
tral and western regions. Almost half of all 
the clinics are located in the 106 cities having 
100,000 or more inhabitants. In the north- 
eastern regions, smaller cities and rural areas 
are better served than metropolitan areas in 
other regions of the country. About 60% 
of all the clinics are sponsored by the state, 
county, or city health and welfare agencies. 
Another 13% are officially sponsored by 
courts, school systems, or the Veterans Ad- 
ministration, and 27% are under the spon- 
sorship of voluntary welfare agencies, mental 
health societies, and similar organizations. 
Roberts(9) studied the prevalence of psy- 
chiatric illness in a medical outpatient clinic. 
Fifty patients were selected in order of their 
arrival and were interviewed intensely by 
psychiatrists and psychiatric social workers 
before the medical contacts were made. Ques- 
tioning was directed toward psychosomatic 
symptoms, habit disorders, disturbances of 
consciousness, neurotic syndromes, prepsy- 
chotic and psychotic symptoms and behavior 
disorders. Eighty percent of the patients 
(who were between the ages of 21 and 66) 
had a clear-cut psychiatric illness, a func- 
tional component, or an organic illness com- 
monly recognized to have important psy- 
chogenic, etiologic components; 72% had 
positive presence of psychiatric illness by in- 
vestigation. The author noted a general 
tendency to neglect the psychiatric component 
until all possibility of organic illness had been 
eliminated. He commented upon the inade- 
quacy of modern psychiatry for the brief 
treatment needed by most of these cases. 
Walcott and Straus(10) studied the func- 
tion of an inpatient facility for alcoholics in 
conjunction with outpatient clinic services. 
There were 474 patients admitted in one 
year to the Blue Hills inpatient facility of 
the Connecticut State Commission on Alco- 
holism. Of these, 89% had been referred 
through the outpatient department and 11% 
through private physicians. Four-fifths of 
those referring felt the patients had psychiat- 
ric needs, but only 12% of the patients recog- 
nized such a need in themselves. One-quarter 
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of the patients discontinued contacts 
promptly. Two-thirds continued outpatient 
department treatment. Five months after 
admission, one quarter were still under treat- 
ment; 42% of them were unimproved and 
58% were improved. It was noted that im- 
provement was related to factors of sustained 
contacts. Four-fifths of those who made at 
least I1 outpatient department visits were 
improved. 

Barnard, Robbins and Tetzloff(11) state: 

Present day psychiatry is finding ways of extend- 
ing treatment to greater numbers of people with- 
out sacrificing the quality of that treatment. Out- 
patient electric shock, brief psychotherapy, group 
therapy, are examples. The day hospital plan has 
proved of value for this purpose. 
I suppose one might consider the day hos ital 
as a variation of the outpatient departri<nt 
that preserves most of the therapeutic values 
of the hospital’s inpatient program, except 
the isolation and protection inherent in living 
in a psychiatric hospital and of close nursing 
supervision. Day patients spend all or a por- 
tion of the hours from g: 00 to 5:00 in the 
hospital’s facilities but live in the community. 
The authors studied 109 patients treated over 
a 2-year period. During the first year of 
operation the stay averaged 110 days but in 
the second year the average stay was reduced 
to 70 days. Of the 109 patients 26 received 
psychotherapy as part of their treatment. It 
was estimated that the cost of the day hos- 
pital plan was about one-third the cost for 
complete inpatient care. 

Reeve and Brangwin(12) compared the 
similarities and differences between family 
service agency practice and mental hygiene 
clinics. They noted that both the family 
agency and the clinics studied the individual 
to determine why he is troubled and at odds 
with the persons in his environment and 
unable to meet the demands of his milieu, and 
both have the goal of therapeutic service. 
Both use trained personnel and accept the 
necessity for adequate diagnostic study, in- 
cluding the dynamic forces in operation, as a 
basis for determining a suitable treatment 
plan. The differences lie in the fact that a 
clinic is a medical organization while the 
family agency is a social agency. In the one 
case, treatment is under the direct super- 
vision of a psychiatrist and the clinic is there- 
fore equipped to study and treat many dis- 


orders that lie beyond the area in which the 
family agency properly functions. In the 
family agency the psychiatrist is used as a 
consultant and has no direct authority over 
treatment. As a result, the clinic is estab- 
lished to assist individuals with a wide range 
of psychiatric problems that may have ac- 
companying physical symptoms. 

Reed and Silver(13) note the establish- 
ment of the first traveling psychiatric clinic 
in Quebec. The clinic provides for the 
screening of cases as part of the treatment 
service of the Verdun Protestant Hospital ; 
provides treatment and consultation service 
along with public education. Patients are 
seen once in 2 weeks and treatment consisted 
of psychotherapy and nitrous oxide tech- 
nique. It was felt that the nitrous oxide 
technique developed a more rapid rapport 
and quick physiological recovery. 

Preventive mental health services in Canada 
are being expanded with the development of 
clinics, child guidance clinics, and outpatient 
departments in most of the provinces(14). 
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Bull. Menninger 


ADMINISTRATIVE AND FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M.D., Wasuincton, D.C. 


ADMINISTRATIVE PSYCHIATRY 


As the result of a nation-wide survey, Hos- 
pital Management(1) reports that “mental 
health care is undergoing a revolution” ; the 
questionnaires returned indicated that over 
80% of the hospitals queried had plans for 
improvement of service. Haddock and Dun- 
don(2) report a volunteer project in occupa- 
tional and recreational therapy carried on at 
Fulton State Hospital by volunteer college 
students. Peffer and Astryke(3) outline a 
successful program for the introduction of 
female aides in the care of psychiatric male 
patients while Vaccaro(4) discusses various 
psychological tests applied to psychiatric 
aides. The tests of adequacy corresponded 
well with the actual performance of the 
“good” group. Henle(5) reports the success 
of a program incorporating a vocational 
counsellor in the rehabilitation of psychiatric 
patients. 

Haun(6) presents a thoughtful article on 
the modern mental hospital, its structure, 
community relations, and functions. During 
the year The American Psychiatric Associa- 
tion held a conference among psychiatrists, 
architects, and engineers, which is reported in 
a booklet entitled “Design for Therapy’’(7) ; 
particular stress was laid on structure, plan- 
ning, and equipment. Bennett, Hargrove, and 
Engle(8) discuss the present status and fu- 
ture needs of psychiatric facilities in the 
United States and Canada ; they point out the 
inadequacy of such facilities, and the fact that 
general hospitals provide only about 4% of 


their beds for acute psychiatric disorders in 
279 out of 4,761 general (United States) 
hospitals. They emphasize the discrimination 
against psychiatric disorders exercised by 
Blue Cross (10%) and Blue Shield (4%) 
plans; half, indeed, of such plans exclude 
psychiatric problems completely. Blanken- 
ship(g) discusses the place of the private 
psychiatric hospital and Ward(10) deals with 
the activities of the chaplain in the mental 
hospital setting. Barnard, Robbins, and Tet- 
zlaff(11) present the useful results of a day 
hospital experiment at the Menninger Clinic. 

An article in the Lancet by Cook, Dax, and 
Maclay(12) gives a picture of the geriatric 
problem in English mental hospitals. Some 
interesting recommendations are offered, 
which will bear close study in this country 
as well. 

Malzberg(13) presents a statistical study 
of the discharge and mortality rates among 
first admissions to the New York civil state 
hospitals on a 5-year follow-up period. A 
valuable confirmation of some “hunches” is 
provided by this careful analysis; among 
others, that the chance of discharge declines 
rapidly after the end of the second year of 
hospitalization, and that in general prospects 
of discharge are in inverse ratio to age at 
time of admission and to prehospital duration 
of psychosis. 

The proceedings of the Third Mental Hos- 
pital Institute, devoted to administrative 
problems, were published by The American 
Psychiatric Association during the year un- 
der the title “Working Programs.” 
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FORENSIC PSYCHIATRY 


As last year, interest in the “sexual psy- 
chopath” continues to manifest itself in the 
literature. Stiiriip(1), the director of the 
Danish Institute for Psychopathic Criminals 
at Herstedvester, discusses the treatments in 
use by his staff, especially the psychologic 
approaches. He emphasizes that there is no 
natural criminality, and that criminality is 
not a biologic concept. Tappan(2) discusses 
sentences for sex psychopaths. He is critical 
of the assumptions underlying “sex psycho- 
path” legislation, and urges the states to stop 
trying to solve the problem by a “combination 
of fantastic statutory specifications and Uto- 
pian criminological precepts.” In this con- 
nection, it is interesting that Bensing(3), in 
a comparative study of American sex stat- 
utes, fails entirely to note any of the legisla- 
tion of the type just mentioned! 

Lebensohn(4), in a thoughtful article, 
makes a plea for closer rapport between 
psychiatrist and lawyer. He diagnoses the 
basis for mutual distrust and suspicion as 
being “ignorance of each others’ functions, 
objectives, and basic philosophy” and urges 
wider dissemination of knowledge as a 
remedy. 

Deniker and Gueniot(5) present the re- 
sults of a questionnaire study of the medico- 
legal aspects of prefrontal leucotomy. Vari- 
ous specialists in psychiatry and neurosur- 
gery were asked to give their opinions on 
several aspects, including the responsibility 
of the physician’s decision (psychiatrist or 
surgeon’), the question of consent to the 
operation, and the responsibility, criminal and 
civil, of the leucotomized patient. The re- 
plies reflect the large role still played by emo- 
tion in arriving at opinions on this vexed 
topic. 


The criminal aspects of psychiatric prob- 
lems still bulk large. A bibliography of over 
100 items has been compiled by the librarian, 
S. B. Hill, of the New York City Bar As- 
sociation(6) on insanity as a defense to 
crime. Sir Norwood East(7) and others 
present a discussion of the general problem 
of criminal responsibility, most of the views 
expressed being on the conservative side. 
Bromberg and Cleckley (8), in presenting the 
“medicolegal dilemma,” advocate substituting 
the concept of “accountability” for that of 
“responsibility” as a means of avoiding some 
of the complications resulting from the 
M’Naghten Rules. An article by Robber- 
son(g) presents the objections to the new 
Colorado law (modeled on the California 
statute) dividing the trial into 2 parts where 
insanity is pleaded as a defense. He very 
properly suggests that, instead of confusing 
the jurors only as under the old law, the con- 
fusion will now include the lawyers and 
judges as well! 

The Briggs Law of Massachusetts received 
its first test in the Federal Courts, the Circuit 
Court(10) holding that a prisoner examined 
under that law was not entitled as a matter of 
right to demand the appointment of further 
psychiatrists at public expense. Overhol- 
ser(II) presents a historical sketch of the 
development of psychiatric expert testimony 
in criminal cases during the past century. 

An unsigned article in the Virginia Law 
Review(12) discusses the use of the writ of 
habeas corpus as a method of release from 
mental institutions. In the field of alcoholism, 
Brunner-Orne, Iddings, and Rodriguez (13) 
describe the functioning of the alcoholic clinic 
operated in Stoughton, Massachusetts, in 
conjunction with the local court. The results 
of compulsory reference to the clinic are pre- 
sented as encouraging. Muehlberger(14) dis- 
cusses interrogation under drug influence, 
concluding that the technique furnishes a use- 
ful avenue for ascertaining facts, though ad- 
mitting that the results of such tests would 
not be admissible as evidence. 

Very few legislatures were in session this 
year. Georgia(15) passed a voluntary ad- 
missiou law and made provision(16) for the 
disposition of persons acquitted of criminal 
charges by reason of insanity. Kentucky es- 
tablished a Department of Mental Health 
(17), curiously excluding the institutions for 
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mental defectives from its jurisdiction, Mas- 
sachusetts(18) provided for the establish- 
ment by the Department of Mental Health of 
an institution for “aged persons who are not 
mentally ill.” 

Several books of interest have appeared 
during the year or are currently announced 
as about to appear. Among these are David- 
son’s “Forensic Psychiatry” (Ronald Press) 
and Weihofen and Guttmacher’s “Psychiatry 
and the Law” (Norton). 
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MILITARY PSYCHIATRY 
EDWARD O. HARPER, M.D., ano EDWARD J. SCHIFF, M.D., Cieveranp, Onto. 


With the Korean War now in the third 
year, there have emerged some fairly definite 
policies regarding the care of psychiatric 
casualties in the American Armed Forces. 
Although many of the United Nations are 
participating in this war there has been a 
surprising lack of discussion concerning psy- 
chiatric problems in warfare in the foreign 
medical journals. 

Glass(1) reported that 6 weeks after the 
outbreak of hostilities psychiatric care was 
available at the front compared to a 2-year 
lag of front-line care in World War II. Ac- 
cording to Glass the emotional breakdown 
in combat is secondary to a fear of death or 
mutilation, the more susceptible persons be- 
ing predominantly passive. While there are 
many variables, the number of emotional 
upsets are likely to be less under the influence 
of good leaders, strong group identifications, 
and battle training in Korea itself. The fac- 
tors precipitating breakdowns are physical 
weakness, a severe predisposition, and un- 
tenable battle situations. Difficulty in adjust- 
ment of new personnel to service often re- 
sults in mild emotional disturbances because 
of the difficulty in transition from civilian to 
military life. Most of these can be handled 
by the psychiatric team approach in the basic 
training areas. Selection of personnel for 
service still presents problems because of the 
many unpredictable situations of military life 
to which the individual is required to adjust. 

Schwartz and Inwood(2) reviewed 60 
psychiatric casualties during the first year of 


the war who were evacuated from Korea to 
Walter Reed Hospital where a final disposi- 
tion was made. The average time spent in 
combat was 36 days. A study of the service 
records and social histories revealed that 
over 50% of these patients had a marked 
predisposition to emotional disturbances. A 
painful conflict between a strong sense of 
duty, moral and physical pressures, and a 
strong urge for self-preservation precipitated 
the breakdown. These authors pointed out 
that current methods of early front-line treat- 
ment enable many men to return to duty be- 
fore evacuation is necessary. 

Peterson and Chambers(3) emphasize the 
importance of the psychiatrist’s attitude 
toward combat, and the individual’s adjust- 
ment to it. Because neurotics often are good 
soldiers, excluding the extremely passive or 
aggressive person, present military screening 
methods need modification. 

Potter(4), in a peacetime study of men 
with long-standing antisocial personality 
problems, found that they had all reenlisted 
for various immature reasons. The pre- 
dominant one was to escape some intolerable 
situation. Adequate psychiatric study at in- 
duction might have prevented their reenlist- 
ment. 

Hunt, Wilson, and Hunt(5) studied a 
large group of neurotics who had successfully 
completed 3 years of military service and 
found, in comparison with the control group, 
a poorer medical and disciplinary showing, 
which strained existing facilities. Evaluating 
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military serviceability, therefore, on the basis 
of honorable discharge, can be erroneous. 

Chapman (6) reviewed concepts of psycho- 
therapv for recruits in a naval boot camp. He 
found that treatment based on early and 
direct interpretations carefully given pro- 
duced good results in young men with super- 
ficial problems especially when the experience 
is approached as a growth process. 

Wolfe(7) pointed out the value of group 
therapy in a naval neuropsychiatric center. 
Despite the many objections of some persons 
he felt that careful planning of therapy 
groups could yield good results. 

Futterman and Pumpian-Mindlin(8) ob- 
served a large group of traumatic war neu- 
roses for the 5-year period since the end of 
World War II. The traumatic experiences 
often are linked with pretraumatic expe- 
riences. In civilian life the patient often re- 
acts as if he were still in combat. These 
neuroses are chronic and long-term psycho- 
therapy is usually needed. 

Ripley and Wolf(9), evaluating combat- 
area schizophrenic reactions over a 5- to 8- 
year period, found that schizophrenia in mili- 
tary service does not differ essentially from 
that of civilian life. Civilian readjustment 
was hampered by too much emphasis on 
compensation and too little on rehabilitation. 

Brill and Beebe(10) reporting a follow-up 
study of psychoneurosis concluded the most 
frequent stress resulting in emotional break- 
down was one associated with combat. There 
was some suggestion that discharge for emo- 
tional disability in itself may perpetuate psy- 
choneurotic disorders. In another study, Brill 
and Beebe(11) surveyed the records of a 
large group of patients who had been admit- 
ted to service hospitals during the war for 
psychoneurosis. While many of these indi- 
viduals had preservice emotional disturb- 
ances, rigorous induction psychiatric screen- 
ing would have proved to be of little value. 
These authors feel that, if the soldier’s total 
usefulness exceeds the cost of this training, 
he is probably acceptable for induction. Out- 
patient treatment rather than hospitalization 
for neurotics is needed. The disposition 
policy must be integrated with the induction 
policy so that the men who are C.D.D.’d for 
emotional difficulties are not found to be 
more stable than those who are being 
inducted. 


Barker(12) analyzed consultation service 
in a teaching hospital (Walter Reed) and 
emphasized the importance of preparing pa- 
tients for psychiatric consultations. The re- 
ferring physician and the psychiatrist must 
understand each other’s functions. In the 
military setting consultation should be aimed 
at strengthening defenses of the patient and 
recommendations should be given in non- 
technical language. 


Murphy and Grant(13) described the 


function of a psychiatric unit for re-educ- 
tion of naval disciplinary offenders. Em- 
phasis was placed on counseling by authori- 
tarian figures. Psychotherapy should be 
given when indicated. 

Glass and Hagman(14) discussed the im- 
portance of the total personality in surgical 
procedures. They pointed out that in the 
military setting secondary gains were likely 
to be greater than in civilian life. Because of 
the problems of military man power, elective 
surgical procedures should be very carefully 
evaluated before they are carried out. 

Thomas(15) noted in certain naval officers 
of long service that incompletely gratified 
dependency needs often resulted in somatic 
complaints, disturbed marital life, or alcohol- 
ism. Approaching retirement may precipitate 
these reactions and the entire career in some 
was found to be a neurotic search for security. 

Drayer(16) in a plea for more adequate 
civil defense programs likened a major civil- 
ian disaster to combat. He emphasized the 
need for adequate training, equipment, prep- 
aration, and the early psychiatric treatment 
of casualties by measures that have been 
proved successful in combat. 
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PSYCHIATRIC EDUCATION 
FRANKLIN G. EBAUGH, M.D., ano ROBERT H. BARNES, M.D., Denver, Coto. 


In the field of psychiatric education 2 
events were outstanding in 1952 and will 
occupy this entire review. The first was the 
publication of the report(1) of the First 
Conference on Psychiatric Education held at 
Cornell University in June 1951. This con- 
ference was organized by The American Psy- 
chiatric Association and the Association of 
American Medical Colleges and financed by 
the United States Public Health Service. 

The other event was the meeting of the 
Second Conference on Psychiatric Educa- 
tion, also held at Cornell one year later, and 
under the same general sponsorship. The 
first conference concerned itself with under- 
graduate psychiatric education, and the sec- 
ond with postgraduate, residency training. 
The 1951 Conference attempted to outline 
the place of psychiatry in medical education. 
This conference represented the first general 
meeting in psychiatric education since 1936. 
The participants were largely psychiatric 
educators, medical school deans, and teachers 
in allied disciplines. A tremendous amount 
of material was collected and ably sum- 
marized in the report(1). 

It was felt that the department of psychia- 
try in the first 2 years of medical training 
should aim at developing in the student a 
broad social approach to medical problems as 
well as assisting in his general maturing. 
Because of the possibility of the subject 
matter presented increasing the student’s 
anxiety and insecurity, provisions for sup- 
port and help from the department were 
deemed very necessary. It seemed clear from 
the report that undergraduate psychiatric 
education is up against some of the same dif- 
ficulties as education in other medical fields, 
one of the major difficulties being budgetary. 
This is particularly a factor in psychiatric 
education where the opportunities of private 
practice are essentially unlimited. Another 
problem is that many faculty members prefer 


research work to teaching. Much of the 
responsibility for clinical teaching of stu- 
dents has been turned from the senior men to 
the younger instructors, residents, and in- 
ternes. The conference emphasized the neces- 
sity of properly balancing research and teach- 
ing in the medical school. 

It was gratifying to find a general agree- 
ment that psychiatric teaching of under- 
graduate students should be aimed toward 
the following very practical objectives: (1) 
Teaching them to interview patients intel- 
ligently, taking into account their economic 
and social status in order to gain a compre- 
hensive understanding of the person, re- 
gardless of what the presenting problems 
might be. (2) Inculcating the ability to 
evaluate correctly the condition of patients 
with emotional disturbances, whether ex- 
pressed as physical, psychological, or social 
symptoms. (3) Teaching an understanding 
of what the nonpsychiatric practitioner can 
and should do not only in the emergency 
management of disturbed patients but in the 
treatment of emotionally healthy people who 
are physically ill. (4) Giving the student an 
understanding of what the general practi- 
tioner cannot do or should not do in the care 
and treatment of the mentally ill. To this end 
general orientation in personality develop- 
ment and methods of personality study were 
felt necessary. Basic instruction in inter- 
viewing supplemented by clinical clerkships 
dealing with inpatient and outpatient psy- 
chiatric problems seemed necessary. A very 
healthy development is the teaching of 
awareness of psychological problems in pa- 
tients by nonpsychiatric departments in the 
medical schools. 

It was quite interesting that, while there 
was considerable respect aiiong the nonpsy- 
chiatric medical educators for the importance 
of psychiatry in the education of physicians, 
these same physicians had considerable 
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doubt about psychiatry “as a body of scien- 
tific principles and working hypotheses” (1). 
Nevertheless there was general agreement 
about the need for teaching the medical stu- 
dent a warm, friendly approach to his pa- 
tients and the important role of the psy- 
chiatrist in doing this. 

It is hoped that as some of the recom- 
mendations of the conference are put into 
effect the level of undergraduate psychiatric 
education, as well as the level of under- 
graduate medical education in general, will 
be improved. There is still much that psy- 
chiatrists need to do to help overcome the 
prejudice against psychiatry and the psycho- 
logical approach to medical problems. One 
report(2) indicates a predominantly unac- 
cepting attitude on the part of medical stu- 
dents toward psychiatry. A large number of 
the groups interviewed felt that psychiatry 
was too vague, ethereal, and mystical. Many 
felt that it was too divorced from general 
medicine. Several groups expressed the feel- 
ing that psychiatrists were either poor doc- 
tors or very dull people, and might even be 
“tetched.” It is obvious that many of these 
prejudices are irrational and neurotically de- 
termined on the part of the students inter- 
viewed. On the other hand in all too many 
cases there is at least some justification for 
the feelings expressed. Much remains for 
us to do in overcoming at least some of these 
attitudes by improving the quality and effec- 
tiveness of our pedagogy. 

The Second Conference on Psychiatric 
Education held in June 1952 covered the 
broad field of postgraduate training of resi- 
dent psychiatrists. The findings and recom- 
mendations of this conference have not as 
yet been entirely collected. The following 
review therefore represents the general con- 
sensus as near as can be ascertained by the 
authors, and cannot be regarded as an official 
commentary on the second conference. 

The personnel was largely made up of 
psychiatric educators and public health offi- 
cials. The senior author (F.G.E.) reviewed 
the “Origin, Development, and Present Sta- 
tus of Graduate Training in Psychiatry.” He 
attempted to bridge the gap between these 2 
conferences by emphasizing that one could 
not entirely eliminate undergraduate medical 
training from the discussions since we are 
wholly dependent on our medical school 


graduates for eventually filling our psychiat- 
ric residencies. If the undergraduate pro- 
gram is weak or poorly organized, or pre- 
sents material that cannot be utilized or 
assimilated, the chances of the medical stu- 
dents going on into graduate training in psy- 
chiatry after interneship are certainly small. 
Dr. Karl Menninger(3) aptly discussed the 
goals of psychiatric education. He empha- 
sized that the psychiatrist is the “good” 
physician, with a broad cultural background, 
an open-minded, friendly, yet inquiringly 
scientific approach to problems. He noted 
that with few exceptions if a man does not 
have these attributes by the time he enters 
medical school it is probably too late for him 
to acquire them. 

There seemed to be fair general agreement 
as to methods of teaching, and some critical 
views were presented on the present-day 
tendency to overload many residencies with 
didactic lectures. It was felt by most that 
individual supervision offers the best teaching 
technique for psychiatric residents. Dr. 
Alpers(4) reported on the position of neu- 
rology in the training of psychiatrists. His 
feeling was shared by many that 6 months’ 
training in neurology constitutes a “bare but 
adequate minimum.” It was felt that 3 
months should be devoted to laboratory neu- 
rology (i. e., neuroanatomy, neurophysiology, 
neuropathology, etc.) and 3 months to clinical 
neurology, best taught by assigning the resi- 
dent to duty on the inpatient neurological 
service. An interesting preliminary report by 
Dr. Fredrick Redlich(5) presented some of 
the divergent views on teaching psycho- 
therapy. He pointed out the difficulty in ob- 
taining good teachers in psychotherapy. 
There seemed to be general agreement that a 
psychotherapeutic attitude toward the patient 
should begin with the first day of residency, 
but that more formal training must wait until 
the resident has some training in recognizing 
and observing psychopathology. 

The role of psychoanalysis in psychiatric 
training received the attention of a special 
commission. There was rather surprising 
unanimity that training in psychoanalysis is 
desirable although not necessary for the 
practice of psychiatry. Most felt that such 
training should not begin before thorough 
grounding in general psychiatry has been 
given. It was felt by many that a personal 
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analysis could be extremely valuable to most 
residents in training, although there was 
some disagreement as to when it should 
begin. Some felt that it caused sufficient 
disorganization in the trainee’s efficiency and 
that it should not be started before the second 
or third year. 

There also seemed to be a general agree- 
ment in regarding psychodynamics as “the 
systematized knowledge and theory of human 
behavior and its motivations,” a body of 
knowledge that constitutes a “predictive 
science.” There was a happy aud surprising 
lack of quibbling over philosophical differ- 
ences. That the young psychiatrist should 
learn to observe and to validate psycho- 
dynamic concepts in terms of his own train- 
ing and experience seemed necessary to all. 
Only in this way can he thoroughly appre- 
ciate and effectively understand psycho- 
dynamics. 

The place of psychology and the social 
sciences in the training of the psychiatric 
resident received special attention from Dr. 
Shakow(6) and others. It was generally 
felt that clinical psychology was an increas- 
ingly important subject and that the trainee 
should have the ability to utilize the results 
of projective methods of personality evalua- 
tion in his work with patients. Seminars in 
clinical psychology as well as some actual 
experience in administering and interpreting 
projective techniques seemed wise. It was 
further pointed out that such training made 
it easier for the resident to learn to work as 
a member of the team with the clinical psy- 
chologist. While there was much lip service 
paid to sociology and cultural anthropology, 
no one seemed clear as to just how they could 
be integrated in the training program. Many 
felt that while these subjects were highly 
desirable a working knowledge of them 
should be picked up before the residency 
program, or independently by the resident 
on his own. 

The role of child psychiatry in the resi- 
dency program was also considered at length 
by a special group. It was generally felt that 
in no other area of psychiatry were the facili- 
ties for learning and appreciating psycho- 
dynamics as great. Only by some training 
and experience in child psychiatry can the 
resident appreciate many of the principles 


of personality development. It was pointed 
out also that here again the resident learns to 
work as a team with the social worker and 
the clinical psychologist. Dr. Lewis(7) re- 
viewed the place of research in the residency 
training program. It was felt that good 
research men so badly needed in psychiatry 
can best be developed in the residency years, 
and that this work can be done without ap- 
preciably diminishing the resident’s clinical 
training. 

There was general agreement that there 
should be no increase in the residency period 
beyond the present 3 years, and that the qual- 
ity of residency training should be improved 
before any consideration of increasing the 
length of the period. There was general 
agreement as to the basic aims of psychiatric 
education: (1) the establishment of a dy- 
namic understanding of people and their 
problems; (2) the development of effective 
clinical judgment; (3) the acquisition of 
facility in psychotherapy and the special 
methods of treatment ; (4) obtaining experi- 
ence on the clinic team and in community 
relationships ; (5) participation in the under- 
graduate education ; and (6) stimulation of 
interest in research. It is hoped that the 
Second Conference on Psychiatric Education 
will ultimately help to better plan for and 
achieve these aims. 
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CLINICAL NOTES 


A PATIENT’S VIEWS OF ELECTROSHOCK THERAPY 
KARL M. BOWMAN, M.D., San Francisco, Cauir. 


There has been much controversy on the 
subject of electroshock therapy and the treat- 
ment has been criticized by many psychia- 
trists as benefiting the patient mainly because 
of the threat of punishment and the death 
threat. The person giving such treatment 
has been criticized as a sadistic type of indi- 
vidual getting satisfaction from frightening 
and causing much suffering to his patient. 
It seems worth-while to point out that this 
is not necessarily the case and in many cases 
is not true, as regards both the patient and 
the therapist. 

Recently one of our patients at The Lang- 
ley Porter Clinic wrote a poem describing 
her experience under electroshock therapy. 
This poem seems to me not only to have a 
good deal of merit as a piece of poetry, but 
also to present a point of view on the part of 
the patient that should be of interest to every 
psychiatrist. Accordingly I asked the patient 
for permission to publish the poem and re- 
ceived the letter and copy of the poem that 
appear here. 

In explanation of the poem it should be 
pointed out that the subtitle “I. V.” repre- 
sents the intravenous dose of barbiturates 
given the patient routinely before treatment, 
as well as the intravenous injection of deca- 
methonium bromide. The subtitle “Conv.” 
refers to the convulsion, and the subtitle 
“Conse.” refers to consciousness. 


Dear Dr. BowMan: 


In appreciation for all the clinic has done for me, 
I turn over full ownership, rights, and privileges to 
verses called “Shock Treatments.” I hope they 
might in some small way prove to others they need 
not fear these treatments. 


Sincerely yours, 
D.R. 


ELECTROSHOCK THERAPY 


IV. 


Oh ship ahoy! we're sailing high 
Across the sea so wide and bare. 
The breeze against the full-blown sail 
Lends music to my fleeting prayer. 


A moment’s sleep upon the deck— 

My back against the hard, white board; 
Not even dreams can enter here— 

No haunting fear—no hanging sword. 


Conv. 


I know not when the lightning strikes 
Nor how I’m beaten with its whip. 

I know not when all hell lets loose 

Its fury on this fearful trip. 


But there’s a captain at the helm. 
In spite of storm, he will escort 
This craft across the surging sea 
And bring it safely into port. 


Conse. 


When I awake, I rest awhile— 
The voyage done—and no regret 
To mar the strangely quiet peace 
Of safe return. I just—forget. 
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OFFICIAL REPORTS 


REPORT TO FOURTH MENTAL HOSPITAL INSTITUTE OF THE 
THIRD PSYCHIATRIC AIDE PROGRAMS WORKSHOP 


The Third Psychiatric Aide Programs 
Workshop was held at the Larue D. Carter 
Memorial Hospital, Indianapolis, October 
17-19, 1952, upon the invitation of Dr. Juul 
C. Nielsen, medical director of the Indiana 
Council for Mental Health. This Workshop, 
sponsored by the National Association for 
Mental Health and The American Psychi- 
atric Association, differed somewhat from the 
2 previous ones in the composition of its 
membership. The larger number of psychi- 
atric aides and representatives of the nursing 
profession participating, as compared with 
previous Workshops, contributed consider- 
ably to the success of the meeting. The 
Workshop was attended by 10 psychiatrists, 
13 nurses, and 9g psychiatric aides, who 
divided themselves into 5 working com- 
mittees on (1) Recruitment and Selection, 
(2) Training Content, (3) Training Meth- 
ods, (4) Utilization, and (5) Practical Prob- 
lems. These committees worked in separate 
sessions, then presented and discussed their 
reports in plenary session. A summary of 
each follows : 

The Committee on Recruitment and Place- 
ment recommended the preparation of a 
complete job description covering the duties 
and responsibilities of the position of psychi- 
atric aide and the minimum requirements of 
education, experience, and personal charac- 
teristics. In addition, the related problems 
in mental hospitals must also be described. 
All this information should be printed for 
distribution. 

The Committee on Training Content de- 
veloped a guide of what the training pro- 
gram should include. They also detailed the 
contents of a training program sufficiently 
flexible for adaptation by individual hos- 
pitals. 

The Committee on Training Methods con- 
sidered that instruction involves more than 
imparting information and developing tech- 
nical skills. The participation of the in- 
structor should provide opportunity for the 
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student to learn also through his relation- 
ships with his instructors, with other per- 
sonnel, and with patients. 

The Committee on Utilization outlined the 
several categories of psychiatric aides based 
on their training and experience with their 
respective areas of responsibility in terms of 
patients’ needs and the mission of the hos- 
pital. To this end the committee stated that 
it is essential that channels of communica- 
tion exist vertically and horizontally. The 
aide must be appropriately trained, must 
realize the worthwhileness of his work, and 
be given opportunity to participate in plan- 
ning. The significance of his contribution 
will be reflected in improved patient care. 

The reports of these 4 committees were ap- 
proved by the total membership following a 
general discussion of each report. The few 
changes recommended will be incorporated in 
the final report. 

The report of the Committee on Practical 
Problems, however, was not received with 
the same general accord. An appreciable 
number of the Workshop participants ex- 
pressed such strong disagreement with the 
views of the committee that it was decided to 
present all aspects of the discussion in the 
final report, which will appear later. The 
committee explored the following 4 areas: 
(1) Is there a need for psychiatric aides? 
(2) Is the work of the psychiatric aide nurs- 
ing? (3) Professional status for aides— 
licensing. (4) Relationship of psychiatric 
aides to practical nursing. 

The committee then outlined the major 
functions of nursing as set forth by the Na- 
tional League of Nursing Education and 
subscribed to the following concept: “Any 
service provided by full-time ward person- 
nel under medical authority that contributes 
to the comfort, well-being, and recovery of 
the patient is nursing care.” Accordingly, it 
was the consensus of the committee that the 
work of the psychiatric aide is nursing, and 
that the psychiatric aide is considered by 
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many to be equivalent to a staff nurse in a 
general hospital. 

The paragraph in the committee’s report 
that particularly met with opposition read 
as follows : “Owing to the shortage of nurses, 
the training of the psychiatric aide is an ex- 
pedient attempt to provide adequate nursing 
care for the hospitalized mentally ill. That 
is to conclude: the psychiatric aide is an 
expedient substitute for the staff nurse in the 
mental hospital.” Those disagreeing held 
that the training of the psychiatric aide is not 
due to the shortage of nurses; nor is the 
aide an expedient substitute for the staff 
nurse in the mental hospital. Dr. Walter 
Baer pointed out that long before the training 
of nurses was instituted there was always 
a stream of personnel on mental hospital 
wards who performed functions in patient 
care that were quite beyond those performed 
by nurses. They have continued to play an 
important role and have never disappeared 
from our hospitals. It is only in recent times 
that we have decided to provide training for 
this category of personnel. They are not to 
be identified as nurses; their functions com- 
plement the work of nurses. 

Dr. George Jackson, a member of the 
Committee on Practical Problems, pointed 
out that the psychiatric aides may not need 
to form an organization of their own pro- 
vided that the nursing profession will take 
steps to give them status within the national 
nursing organizations. He also said that 
many of the aides have capacities well beyond 
the present training programs and that it is 
advisable to keep the door open to them for 
further advancement so that they will have 
a place in the nursing profession. 

The committee further states that “most 
present-day schools of practical nursing do 
not prepare the practical nurse to carry out 
the functions of the psychiatric aide in the 
mental hospital, where the overwhelming 
need for nursing personnel makes it impera- 
tive that national nursing organizations ex- 
plore the feasibility of reorienting schools of 
practical nursing to prepare a skilled psychi- 
atric hospital worker.” The committee re- 
port concluded: “The licensing of persons 
whose practice affects the health and welfare 
of people is a function of state governments. 
The primary purpose of licensing laws for 


the practice of nursing is to ensure safe nurs- 
ing care to the public. Because the public in 
general does not differentiate between a com- 
petent and an incompetent nurse, the nursing 
profession assumes responsibility for in- 
fluencing legislation to bring about the enact- 
ment of adequate nursing laws. Because all 
nursing belongs to the same occupational 
field, and regardless of the level on which it 
is practiced is based on the same general 
principles, it is desirable that all practitioners 
of nursing be licensed through one law in 
each state There is a movement to- 
ward the enactment of laws of a mandatory 
nature that define the practice of nursing on 
2 levels and prohibit the practice of nursing 
by unlicensed persons. Therefore, the licen- 
sing of psychiatric aides must take into con- 
sideration the existing legal structure for the 
licensing of those who practice nursing.” 

Mr. W. B. Hoxie, one of the Regional 
Directors of the California Society of Psy- 
chiatric Technicians, furnished the following 
important information : 

The California Society of Psychiatric 
Technicians, consisting of 11 local societies 
and having a membership of 5,000, was es- 
tablished 2} years ago. The executive board 
meets 4 times a year. The Society has held 2 
annual meetings of 2 days each devoted to 
panel discussions. Plans are under way to 
present a bill to the next meeting of the 
state legislature to license psychiatric tech- 
nicians. The Society describes itself as a 
nonprofit, scientific, and educational organ- 
ization in the field of mental health. Its 
president, Mr. A. E. Sprague, sent notice of 
a 3-day meeting to be called in Chicago on 
November 7, 1952. “The primary purpose 
of this meeting is to institute ways and means 
of accomplishing national affiliation and a na- 
tional registry for all psychiatric technicians, 
aides, and attendants throughout the country. 
In this way, reciprocity between the various 
states would be assured.” 

Dr. H. Beckett Lang, chairman of the 
Committee on Psychiatric Nursing of The 
American Psychiatric Association, made the 
suggestion that the affiliate societies assume 
the responsibility for the organization of re- 
gional group discussions for planning future 
psychiatric aide training programs in their 
own areas. This suggestion met with unani- 
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mous approval. The development of regional 
workshops has special advantages that cannot 
be expected in a workshop on a nation-wide 
level. 

We owe a special debt of gratitude to Mr. 
Paul Harris of the National Association for 


Mental Health for his valuable work in or- 
ganizing these Workshops and to the super- 
intendents of the state hospitals at Peoria, 
Manteno, and Indianapolis for providing the 
ways and means of their occurrence. 

Leo H. Bartemeter, M.D. 
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THE CENTRAL INSPECTION BOARD OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


The American Psychiatric Association had 
its beginnings in the mental hospitals, over 
100 years ago. Since that time, many new 
fields of psychiatry have come into being and 
our discipline is now established in the gen- 
eral hospitals, in the universities, in the 
armed services, and in the community. But 
we may reasonably say that nowhere does 
the psychiatrist take more complete respon- 
sibility for the welfare of his patients than 
he does in the mental hospitals. There he 
must plan not only for the examination and 
treatment of his patients but also for their 
clothing and their shelter, for their food, and 
for the every detail of the hours of their day. 
Moreover—and we should never lose sight 
of this fact—for the man in the street, the 
symbol of psychiatry is the mental hospital. 
Hence, we are in a measure judged by the 
extent to which we succeed in developing, 
in our mental hospitals, forward-looking poli- 
cies, effective treatment centers, and centers 
of recourse and refuge. Here, in a word, is 
an area in which we cannot afford to fail. 

The American Psychiatric Association has 
been interested in and, indeed, deeply con- 
cerned with raising the standards of treat- 
ment and of care in the mental hospitals 
since its very origin. During the earlier part 
of its existence, those standards were rep- 
resented by the views and methods of the 
mental hospital physicians who met at the 
annual meetings of the Association. In 1925 
Dr. William L. Russell, who was then Chair- 
man of The American Psychiatric Associa- 
tion’s Committee on Psychiatric Hospital 
Standards and Policies, put before the Asso- 
ciation a proposed set of standards for men- 
tal hospitals. The Association adopted these 
formally and this constituted our first state- 
ment of the standards and policies for mental 
hospitals that the Association was prepared 
to advocate and to recognize. 

With remarkable prescience, Dr. Russell 
stated at that time that these standards could 
not be expected to be effective in improving 


the treatment and care of patients unless 
there was a simultaneous development of an 
inspection and rating system. 

Despite the clear logic of this statement, it 
was not until almost 20 years had gone by— 
namely, in 1944—that Dr. Mesrop A, Taru- 
mianz, who by that time had become Chair- 
man of the Committee on Psychiatric Hos- 
pital Standards and Policies, put forward a 
specific proposal for an inspection and rating 
system, based on a revision of the standards. 
Both the revision and the proposal for the 
establishment of an inspection and rating 
system were approved by Council. Three 
years later, in 1947, the Council formally 
recognized the principle that standards for 
mental hospitals could be maintained only 
on the basis of inspection and rating and re- 
inspection. And, acting on the proposal 
of the Committee on Psychiatric Hospital 
Standards and Policies, the Council author- 
ized the establishment of a Central Inspection 
Board, composed of 10 Fellows of The Amer- 
ican Psychiatric Association, and charged 
this board with the responsibility for estab- 
lishing an inspection and rating system for 
the mental hospitals of the United States 
and Canada. 

It was recognized from the outset that the 
carrying on of this activity would require 
considerable financing. Hence funds were 
sought elsewhere than from the revenues of 
the Association. Preliminary funding was 
obtained through the Psychiatric Foundation, 
which was able to maintain the C.I.B. serv- 
ices at the rate of about $30,000 a year, for 
the first 2 years. Dr. Ralph M. Chambers 
was appointed Chief Inspector and has re- 
mained in that position until the present. 

When in 1950 the Psychiatric Foundation 
merged with the National Committee for 
Mental Hygiene and the National Mental 
Health Foundation to form the National As- 
sociation for Mental Health, it was under- 
stood that the new organization would main- 
tain the C.I.B. as an integral part of its 


£45 


: 
hig 
3 
j 
| "a 
is 


546 PRESIDENT’S PAGE [ Jan. 


program. This was done, but the funds avail- 
able did not prove sufficient, and it became 
necessary to look to other means of financing. 

At this point it is important to state clearly 
two matters that have had considerable bear- 
ing upon the thinking of Council concerning 
the Central Inspection Board during the last 
several years. The first is that it is essential 
to bear in mind that the Central Inspection 
Board is a part of the corporate body of The 
American Psychiatric Association, and that 
the Association therefore has not only the 
responsibility for the professional activities of 
the Board but also the ultimate responsibility 
for its financial solvency. The second matter 
is that, throughout these last several years, 
the Council, while recognizing the financial 
accountability of the Association, has stead- 
fastly sought to find from outside sources 
the funds for operating the Central Inspec- 
tion Board. In doing so, it has been gov- 
erned by two considerations. The first, which 
is an eminently practical one, is that it is 
clear that the activities of the Central In- 
spection Board, if put into full operation, 
would require approximately $85,000 a year, 
at least until all the hospitals were inspected, 
at which time the rate of disbursement no 
doubt could be reduced to an amount neces- 
sary to maintain primarily a rating system. 

Such large sums quite obviously cannot 
be taken from the revenues of the Associa- 
tion without either curtailing many other ac- 
tivities of the Association or correspondingly 
increasing its revenues. The second con- 
sideration, which is more in the realm of gen- 
eral policy, is that the Council has felt that, 
while the membership is clearly intent on 
making the maximum contributions it can 
to the welfare of the several populations that 
we now serve, contribution can be most 
effectively made in terms of the leadership 
we can offer and of the specialized knowledge 
we can bring to bear in the formulating and 
operating of plans for the public welfare. 
Council has not felt that the membership 
would be willing to undertake to finance from 
its own resources—as represented by the 
dues—a service of such magnitude as can, 
indeed, only properly be financed by the pub- 
lic themselves. 

The financial situation was still further 
complicated early in 1951, after hospitals in 


8 states and 1 province had been inspected ; 
for at this point the funds received from the 
National Association for Mental Health 
were drastically cut. Faced with this emer- 
gency, the Central Inspection Board, with 
the consent of Council, sent letters to all 
states and provinces announcing that hence- 
forth they would be charged approximately 
80% of the cost of inspection. This policy is 
still in effect as a partial answer to the over- 
all financial problems. Since this change in 
policy, 16 states and provinces have made 
application for inspection; several others 
have shown interest, but must await ap- 
proyal, by their legislatures, of the proposed 
expenditures. 

In regard to financing, the Association is 
at present confronted with a relatively imme- 
diate and a relatively more remote problem. 
The more immediate problem is that of find- 
ing the balance of funds that will enable the 
Central Inspection Board to continue opera- 
tions at least at its present level—in a word, 
to find the difference between the 80% re- 
coverable from the states and provinces and 
the 100% required to operate the system. 
The relatively more remote problem is that 
of finding the funds necessary to enable the 
Central Inspection Board to operate at the 
desired level of activity that is represented 
by the budget mentioned earlier, i.¢., ap- 
proximately $85,000 a year. 

The reason for the larger budget is that 
the Central Inspection Board is, in actuality, 
commissioned to carry out two functions, 
namely, the inspection and the rating of 
mental hospitals. It cannot commence rating 
until a sufficient number of hospitals are in- 
spected, and cannot pass over completely to 
rating until all the hospitals have been in- 
spected. A sufficient number of hospitals have 
now been inspected to permit us to set up our 
preliminary designs for rating, but we are far 
short of completing the inspection of all 
hospitals. Indeed, as long as the Central In- 
spection Board has to operate at the lower 
budget, it seems highly improbable that we 
will ever complete inspection. For, by the 
time we have covered all the hospitals, those 
first inspected will have to be re-inspected, 
and hence we shall not get over to the sys- 
tem of rating. And we see rating as being the 
more powerful of the two methods of bring- 
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ing about improvements in mental hospitals. 
Hence the Central Inspection Board has con- 
tinually sought to obtain a large enough bud- 
get so that within a three-year period all the 
mental hospitals could be inspected and then 
the Board could pass over to the task of pri- 
mary preoccupation, namely, that of rating. 

In conclusion we may say that The Ameri- 
can Psychiatric Association has developed 
and put into operation a system that for the 
first time makes it possible for North Ameri- 
can communities to know whether their hos- 
pitals measure up to the standards set by the 
authoritative professional organization in this 
field. 

The system is working ; it has the backing 
of the hospitals ; as the agency of The Ameri- 
can Psychiatric Association it carries great 
weight with legislatures and public officials 
whose responsibility it is to plan and operate 
mental hospitals. It provides the public with 
an authoritative evaluation of its mental hos- 
pitals. If it is sustained and expanded over 
a period of years, it can hardly fail to have 
a tremendous impact in raising mental hos- 
pital standards throughout the various coun- 


tries that it serves—an impact similar to that 
produced by the Americar: Medical Associa- 
tion in the medical schools, and by the 
American College of Surgeons in the general 
hospitals. 

I should like, in conclusion, to return to 
my first point of emphasis—namely, that the 
Central Inspection Board of The American 
Psychiatric Association is one of the gravest 
responsibilities of the Association; and I 
should like personally to call on the indi- 
vidual support of every member, both in his 
own locality and through any suggestion or 
advice that he cares to transmit to the Coun- 
cil, to the Chairman of the Central Inspection 
Board (Dr. Mesrop A. Tarumianz), or to 
me. 

This is an enterprise that we are slowly 
levering into motion. Thus far, the load has 
perhaps been rather heavily placed on a 
relatively few shoulders ; it is slowly moving 
forward, but with the united efforts of the 
entire membership it can speedily be set into 
full activity, to the great benefit of the public 
and to the credit of the Association. 

D. Ewen Cameron, M.D. 


“JUST NERVES” 


I am convinced that more and more we shali have to realize and to treat the psycho- 
logical aspects of disease. This conviction has simply been forced upon me by the experi- 
ence of practice. In my student days little attention was paid to functional nervous disease. 
I have myself heard the patient told, “The cure rests mainly with yourself.” True in a 
sense, but the patient has to be shown the way... . I believe that quite as many people 
are ill because they are unhappy as are unhappy because they are ill. 


Lancpon-Brown 
’ Former Regius Professor of Physic 


University of Cambridge 
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THE NEW NOMENCLATURE 


It has become popular to decry diagnosis 
of psychiatric illness with the contention that 
each patient is an individual so different that 
standard labels cannot be applied. This point 
of view ignores the fact that in psychiatry, 
as well as in all medical disciplines, accurate 
diagnosis is the keystone of appropriate treat- 
ment and competent prognosis. Without 
sound diagnosis, statistics are inaccurate and 
misleading, or unavailable ; factual data can- 
not be accumulated from past experience to 
guide the future; and accumulated knowl- 
edge is transmitted with great difficulty, if at 
all. Sound diagnosis is possible only with a 
nomenclature in keeping with current con- 
cepts of psychiatric illness, and sufficiently 
flexible and inclusive to permit the introduc- 
tion of new and original ideas. It is there- 
fore necessary that psychiatric nomencla- 
ture, as well as other medical nomenclature, 
be revised from time to time to keep it in 
step with the moving body of psychiatric 
knowledge. 

Resistance to change, especially in this 
field, is great, and nomenclature revisions 
frequently consist of only minor rearrange- 
ment of terms with no major repair work be- 
ing done. Perhaps as a consequence, Ameri- 
can psychiatry entered World War II with 
a system of nomenclature originally devised 
for the use of mental hospitals, and found 
the system quite inapplicable to a caseload 
that included only 10% of the type of patient 
usually seen in a mental hospital. Need for a 
sweeping revision of the current psychiatric 
nomenclature rapidly became clear, and by 
1946 the Armed Forces and the Veterans 
Administration had adopted such a revision. 
The Committee on Nomenclature and Sta- 
tistics of The American Psychiatric Associa- 
tion began in 1946 to review the needs for 
revision that had arisen in civilian practice, 
especially with the increasing number of 
psychiatric outpatients being handled. A 
high percentage of the APA membership 
believed that change in the nomenclature 
was urgently needed, with special attention 
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to the areas of personality disorders and 
transient reactions to special stress. 

Faced with the need, the Committee 
worked steadily on a revision, and eventually 
presented a new nomenclature to the Council 
of The American Psychiatric Association at 
its meeting in November 1950. The pro- 
posed revision was adopted as the officially 
supported nomenclature of The American 
Psychiatric Association, and was recom- 
mended by Council to the Standard Nomen- 
clature for inclusion in the 1952 edition. The 
editors of the Standard Nomenclature ac- 
cepted the revision, and incorporated it in 
the 1952 edition of the Standard. 

In comparison with the old Standard 
Nomenclature, the new nomenclature is in- 
deed a sweeping revision and, at first glance, 
is almost overwhelming. In comparison, 
however, with the nomenclature the Armed 
Forces and Veterans Administration have 
been using satisfactorily for some 7 years, 
the new revision represents only moderate 
changes, and these in the direction of clarifi- 
cation and increased flexibility. As a result, 
it has been said by one reviewer that, al- 
though more complicated than its prede- 
cessors, the new nomenclature is also more 
realistic and more flexible. 

This nomenclature would, however, be 
quite unusable unless its terms were clearly 
defined. Toward this objective, the Commit- 
tee on Nomenclature and Statistics has pre- 
pared a Diagnostic and Statistical Manual 
of Mental Disorders, which is now available 
through the Mental Hospital Service of the 
Association. In addition to a foreword ex- 
plaining how the nomenclature came into 
being, and the nomenclature itself with defi- 
nition of all its terms, this manual includes 
sections on the recording of psychiatric con- 
ditions, statistical reporting, and statistical 
classification. As appendices, tables of cross- 
coding with the International Classification 
of Diseases and with the old Standard No- 
menclature are included. Illustrations and 
examples are used freely throughout in an 
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effort to make the transition from the old to 
the new nomenclature as effortless as is fea- 
sible. 

A questionnaire sent out to over 1,200 hos- 
pitals of all types, with a 56% return, indi- 
cates that, of those replying, approximately 
one-half of the public mental hospitals, one- 


three-fourths of the general hospitals are now 
using the new nomenclature. It appears 
necessary for each psychiatrist to be thor- 
oughly familiar with the new nomenclature 
and its methods of use. The Diagnostic Man- 
ual therefore seems to be a necessary part of 
every psychiatrist’s library. 


third of the private mental hospitals, and G. N. Ratnegs, M. D. 


WORDS 


“In the beginning was the word.” So far as human history is concerned, the statement 
is perfectly true. Language is the instrument of man’s progress out of animality, and lan- 
guage is the cause of man’s deviation from animal innocence and animal conformity to the 
nature of things into madness and diabolism. Words are at once indispensable and fatal 
.... “Wishing to entice the blind,” says Dai-o Kokushi, “the Buddha playfully let words 
escape from his golden mouth. Heaven and earth have been filled, ever since, with en- 
tangling briars.” And the briars have not been exclusively of Far Eastern manufacture. 
If Christ came “not to send peace on earth but a sword,” it was because he and his follow- 
ers had no choice but to embody their insights in words. Like all other words, these Chris- 
tian words were sometimes inadequate, sometimes too sweeping, and always imprecise— 
therefore always susceptible of being interpreted in many different ways. Treated as work- 
ing hypotheses—as useful frames of reference, within which to organize and cope with the 
given facts of human existence—propositions made up of these words have been of ines- 
timable value. Treated as dogmas and idols, they have been the cause of such enormous 
evils as theological hatred, religious wars and ecclesiastical imperialism. 


Hux ey, 
“The Devils of Loudun” 
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Psycuiatric INsTITUTE DepIcaTED, UNI- 
VERSITY OF MaryLanp.—A 3-day dedi- 
cation program November 17-19, 1952, 
marked the opening of the new $2,750,000 
building that will house the University of 
Maryland’s Psychiatric Institute. At the 
dedication exercises presided over by Judge 
William P. Cole, Jr., chairman of the Uni- 
versity’s board of regents, a message was re- 
ceived from the Governor of Maryland, the 
Honorable Theodore R. McKeldin, and trib- 
ute was paid to former Governor W. Preston 
Lane, Jr., under whose administration the 
project was inaugurated 5 years ago. At this 
meeting honorary degrees of doctor of sci- 
ence were conferred by the University of 
Maryland upon Dr. Ralph W. Gerard, Dr. 
John von Neumann, and Dr. Stanley Cobb. 
A dedication dinner followed, at which Dr. 
Alan Gregg delivered an address on the 
subject, “Information, Power and Responsi- 
bility.” 

The theme of the scientific program, which 
covered two days, was “Change in Behavior.” 
Addresses and panel discussions and a pub- 
lic lecture made up the program, to which 
the following contributed : Ralph W. Gerard, 
Ph. D., M. D., professor of neurophysiology, 
University of Chicago; Holger Hyden, 
M.D., professor and director, Histological 
Institute, Faculty of Medicine, Gothenburg, 
Sweden; J. H. Quastel, Ph. D., director, 
Research Institute, Montreal General Hos- 
pital; Raphael Lorente de No, M. D., mem- 
ber, Rockefeller Institute for Medical Re- 
search ; O. Hobart Mowrer, Ph. D., research 
professor of psychology, University of IIli- 
nois; Stanley Cobb, M. D., psychiatrist-in- 
chief, Massachusetts General Hospital ; Mar- 
garet Mead, Ph.D., associate curator of 
ethnology, American Museum of Natural 
History, New York; Alan Gregg, M.D., 
vice-president, the Rockefeller Foundation ; 
John R. Reid, Ph. D., professor of philoso- 
phy, Stanford University ; Philipp G. Frank, 
Ph. D., president, Institute for the Unity of 
Science, Boston ; Thomas Hale Ham, M. D., 
professor of medicine, Western Reserve 
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University ; George Saslow, M. D., associate 
professor of psychiatry, Washington Uni- 
versity; John C. Whitehorn, M.D., pro- 
fessor of psychiatry, Johns Hopkins Uni- 
versity; Talcott Parsons, Ph. D., professor 
of sociology, Harvard University; Anatol 
Rapoport, Ph.D., assistant professor of 
mathematical biology, University of Chi- 
cago; Robert Waelder, Ph. D., Philadelphia 
Institute of Psychoanalysis ; Carl R. Rogers, 
Ph. D., professor of psychology, University 
of Chicago; Florence Powdermaker, M. D., 
associate, William Alanson White Institute 
of Psychiatry ; Maurice H. Greenhill, M. D., 
associate professor of psychiatry, University 
of Maryland. 

The Psychiatric Institute, of which Dr. 
Jacob E. Finesinger is director, is designed 
for patient care, for teaching, and for re- 
search. It will endeavor to fill some of the 
unmet psychiatric needs in Maryland. A 
close liaison will be maintained with the men- 
tal hospitals of the state and also with psy- 
chiatrists in private practice. Much of the 
work will be preventive in character. The 
building will accommodate 102 inpatients, 
and the Institute will operate in addition 4 
outpatient clinics, 2 for adults with psychi- 
atric or psychosomatic problems, and 2 for 
children, one for severe illness and one for 
the less complicated disturbances. Inpa- 
tients will be selected to some extent on the 
basis of diagnosis, as it relates to research 
being carried on. 


Dr. LorENTE DE No Heaps LasporaTory 
OF NEUROANATOMICAL SCIENCES.—Dr. Ra- 
fael Lorente de No, world-famous neuro- 
anatomist and Member of the Rockefeller 
Institute for Medical Research, has been ap- 
pointed Chief of the Laboratory of Neuro- 
anatomical Sciences at the National Institute 
of Health. The appointment will be effective 
as of February 2, 1953. The Laboratory is 
composed of groups working on cytoarchi- 
tecture, functional neuroaratomy, develop- 
mental neurology, and chemical morphology. 
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MarriaGE CoUNCIL OF PHILADELPHIA.— 
An affiliation of the Marriage Council of 
Philadelphia with the University of Penn- 
sylvania has been announced by Harold 
Stassen, President of the University. As an 
initial step in the affiliation, the University 
has authorized the organization of a Family 
Study Division within the Department of 
Psychiatry in the University’s School of 
Medicine. The Marriage Council is desig- 
nated as the operational unit of the new Divi- 
sion but retains its separate identity. Dr. 
Emily Hartshorne Mudd will be director of 
the new Division. A substantial grant in 
support of the project has been made by the 
Grant Foundation of New York City. 

The Division of Family Study will offer 
elective courses for medical students and will 
formulate and direct research. An advisory 
committee headed by Dr. Kenneth E. Appel 
has been appointed by the University to 
supervise the affairs of the new Division. 

The Marriage Council was founded in 
1932 by a group of Philadelphia educators, 
physicians, clergymen, and social workers. 
Dr. Mudd has been its executive director 
from the beginning. In 20 years it has 
served approximately 5,600 clients in individ- 
ual interviews and some 100,000 in groups. 


Acta PsyCHOTHERAPEUTICA PsycHoso- 
MATICA ORTHOPAEDAGOGICA.—This new 
journal to be published quarterly will pre- 
sent original contributions in French, Ger- 
man, and English. The Chief Editors are 
Dr. E. A. D. E. Carp and Dr. B. Stokvis, 
both of Leyden, Holland. Associated with 
them will be Dr. Franz Alexander of Chi- 
cago; Dr. Flanders Dunbar, New York; Dr. 
L. v.d. Horst, Amsterdam; Dr. H. Hansel- 
mann of Ascona ; and Dr. J. Mulder, Leyden. 
The editorial board includes some 50 promi- 
nent representatives of the specific fields of 
study indicated by the journal’s title. S. 
Karger of Basel is the publisher and the edi- 
torial office is that of Dr. B. Stokvis, Univer- 
sity Psychiatric Clinic, Leyden-Oegstgeest, 
Holland. 


ConTINUATION CourRsE, Pepratric NEv- 
ROLOGY.—The University of Minnesota will 
present a continuation course in pediatric 
neurology January 26-31, 1953, which is 


designed for pediatricians, neurologists, and 
physicians engaged in general practice. A 
partial list of subjects to be discussed in- 
cludes the convulsive disorders, infectious 
neurological diseases, brain tumors of child- 
hood, and subdural hematoma. The faculty 
will include Dr. Paul C. Bucy, professor, 
department of neurology and neurological 
surgery, University of Illinois; Dr. Mar- 
garet H. D. Smith, assistant professor, de- 
partment of pediatrics, Tulane University ; 
and Dr. Douglas Buchanan, associate profes- 
sor, department of pediatrics, University of 
Chicago. The course will be presented un- 
der the direction of Dr. Irvine McQuarrie, 
professor and head of the department of 
pediatrics at the University of Minnesota, 
and the remainder of the faculty will include 
clinical and full-time members of the staff 
of the University of Minnesota Hospitals 
and the Mayo Foundation. 


CANADIAN PsyCHIATRIC ASSOCIATION.— 
At the 1952 meeting of the Canadian Psy- 
chiatric Association in Banff, Alta., the fol- 
lowing officers were elected for the year 
1952-1953: president, Dr. C. G. Stogdill, 
Toronto; vice-president, Dr. R. R. Mac- 
Lean, Ponoka, Alta.; secretary, Dr. J. P. S. 
Cathcart, Ottawa, Ont.; treasurer, Dr. R. C. 
Hamilton, Ste. Anne de Rellevue, P. Q. 

The following directors were elected for 
the respective provinces: Newfoundland, 
Dr. C. H. Pottle, St. John’s ; Prince Edward 
Island, Dr. A. J. Murchison, Charlottetown ; 
Nova Scotia, Dr. R. O. Jones, Halifax ; New 
Brunswick, Dr. R. Prosser, Fredericton; 
Quebec, Dr. A. E. Moll, and Dr. G. Loignon, 
Montreal ; Ontario, Dr. K. G. Gray, Toronto, 
and Dr. J. N. Senn, Hamilton; Manitoba, 
Dr. G. L. Adamson, Winnipeg; Saskatche- 
wan, Dr. D. G. McKerracher, Regina; Al- 
berta, Dr. A. R. Schrag, Edmonton ; British 
Columbia, Dr. R. L. Whitman, Vancouver. 


PENNSYLVANIA PsyCHIATRIC SOCIETY.— 
At the 14th annual meeting of this Society 
the following were elected as officers for the 
year 1952-1953: president, Dr. Philip Q. 
Roche; president-elect, Dr. Frederick H. 
Allen; secretary-treasurer, Dr. M. Royden 
C. Astley; councillors for one year, Drs. 
Herbert H. Herskovitz, Robert H. Israel, 
John A Malcolm, and Howard K. Petry; , 
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“Heredity in Health and Mental Disor- 
der” was the subject of the nineteenth series 
of the Thomas William Salmon lectures, 
given by Dr. F. J. Kallmann of the New 
York State Psychiatric Institute on Novem- 
ber 3, 10, and 18, 1952, at the New York 
Academy of Medicine. The topics of the in- 
dividual lectures were: (1) Heredity in 
Relation to Mental Health; (2) Heredity in 
Relation to Mental Disorder ; and (3) Con- 
tributions of Genetics to Mental Health 
Planning. 

Following an introductory outline of the 
history of human genetics as related to psy- 
chiatry, general genetic phenomena and usual 
investigative procedures employed in the 
study of human health and adjustment were 
discussed in the first lecture. The emphasis 
was placed on what is known at this point of 
the biology of physical and mental health as 
a basis for understanding the etiology of 
mental disorder. The interaction of heredity 
and environment in general adjustive pat- 
terns and survival values was demonstrated 
in the light of comparative twin histories. In 
line with these data, human individuality and 
health were shown to be no chance phe- 
nomena reflecting only the degree of cultural 
pressures or the extent of instinctual drives. 
Instead, the capacities for health and ade- 
quate adjustment were presented as funda- 
mental biological properties with the com- 
mon denominator of hereditary potentiality. 

The lecturer went on to say that human 
life can be lengthened or shortened, en- 
hanced or impaired by a multitude of out- 
side factors and the degree of efficiency in 
utilizing genetic potentialities, but no sym- 

bolic abstractions or half-truths can lift man 
out of the present boundaries of his vital 
capacity. The need for delving into the sub- 
stratum of gene action, as well as into the 
subconscious, was underscored not only with 
respect to the potentialities of mental health, 


councillors for 2 years, Drs. Robert S. Book- 
hammer, Eugene L. Sielke, and Frederick 
L. Weninger ; auditor for one year, Dr. Mol- 
lie E. Orloff ; auditor for 2 years, Dr. John 
N. Frederick; auditor for 3 years, Dr. 
Howard T. Fiedler. 


THOMAS WILLIAM SALMON LECTURES: NINETEENTH SERIES 


Plans were laid for 2 new departures in 
Society activity, the first calling for a week- 
end spring meeting with a well-organized 
scientific program, and the second providing 
for all-day consulting sessions using visiting 
psychiatrists at various medical centers. 


but also with respect to those of mental dis- 
order—the topic of the second lecture. 

The discussion of the genetic aspects of 
psychiatric disorders began with general ob- 
servations on the great number of variables 
to be considered in this type of study. Then 
followed a detailed description of the many 
different clinical syndromes in which genetic 
factors play a role, illustrated by extensive 
twin study data. In particular, it was ex- 
plained why deviations from normal ad- 
justive patterns could not be explained en- 
tirely on the grounds of past emotional ex- 
periences and without recognizing variable 
individual vulnerabilities. 

In his conclusion, the lecturer pleaded 
against placing all varieties of psychopath- 
ology into a mysteriously protean category 
of nonspecific species vulnerability, as would 
be done, in his opinion, when “disturbed in- 
terpersonal relationships” are considered the 
contagious cause, rather than the conse- 
quence, of severe maladjustment, or when all 
forms of mental illness are ascribed to cul- 
tural pressures, postnatal maternal imper- 
fections, or other universal shortcomings of 
human status. 

It was pointed out that the discipline of 
psychiatry had come a long way from the 
days when mental illness was called lunacy 
and ascribed to the disturbing effect of Luna, 
goddess of the moon. However, if all human 
beings were thought to be susceptible to 
mental illness merely because they were 
human and also subject to the light of the 
moon, scientists might have to spend their 
time finding out just why there are so many 
culture- and moon-resistant people. In line 

with the lecturer’s theories, the key to cer- 
tain persisting obscurities of mental dis- 
order lies in those numerous intricate bio- 
logical functions that secure the maturational 
integration of a human organism. 

In the third lecture it was discussed 


\ 
¥ 
fi 
45 
AY 
By: 
; 


1953] 


NEWS AND NOTES 


553 


whether and to what extent the known facts 
of the genetics of mental health and dis- 
order can be used in psychiatric practice and 
public health planning. Following an out- 
line of the need of correcting common mis- 
conceptions regarding heredity, and an ex- 
planation of what genetics does not imply, 
the lecturer demonstrated the application of 
genetics in the clarification of etiology, de- 
lineation and classification of diagnostic cri- 
teria, and in various aspects of treatment. 
He then went on to itemize educational, con- 
sultatory, and specialized guidance contribu- 
tions to preventive medicine, interprofes- 
sional cooperation, and public health work. 
The need was stressed for exact genetic 
knowledge in multitudinous consultative ac- 
tivities, since so much depends upon that 
knowledge. 

It was further pointed out how genetic 
knowledge can be used with regard to quali- 
tative and quantitative measures of eugenics, 
and what can be done to incorporate genetic 
and eugenic principles in practical psychiatric 
application and mental health planning. 

A plea was made for more “humanization” 
of the discipline of human genetics. Since 
contemporary geneticists are exposed to frus- 
trating circumstances similar to those en- 
dured by psychiatrists in the last century, 
they are inclined to remain glued to a micro- 
scope. Future workers in human genetics 
should be trained to understand human be- 
havior, and given a sense of social obligation, 
just as they are trained to develop skill and 
deductive ingenuity. Not out of books, but 
in actual practice should they learn that they 
cannot rely on any stereotyped formula in 
appraising the degree of a person’s malad- 
justment within the social setting in which 
that person lives. 

Without empathy toward the phenomena 
of human imperfection, human decency, and 
human apprehension, scientific contributions 
may be made to a specialized knowledge of 
man’s heredity, but there would be only 
limited success in communicating or apply- 
ing that knowledge. A well-trained student 
of human genetics, according to the lecturer, 
can in the same breath be social-minded, pro- 
fessionallvy competent, and scientifically pro- 
ficient. The need for skepticism in this re- 
spect was shown to be refuted by the history 


of biology and by the records of enlightened 
humanitarianism made by scores of great 
biologists. 

Moreover, the lecturer held that the posi- 
tion of the discipline of genetics was ex- 
tremely favorable with regard to its de- 
monstrable usefulness, economy, and the ra- 
tionale of its work. In promoting general rec- 
ognition of genetic phenomena in man as a 
potent safeguard of public health, however, 
the discipline of psychiatric genetics would 
need the help of the scientist as well as the 
social worker, of the psychologist as well as 
the statistician, of the specialist as well as 
the family physician. In this way, the disci- 
pline would be sufficiently strengthened to 
discharge its responsibilities toward the gen- 
eral genetic problems of public health policies 
and make a substantial contribution toward 
the unification of efforts in mental hygiene 
work. In Dr. Kallmann’s opinion, any dis- 
cipline capable of forging a band of social 
awareness and singleness of purpose, around 
the various schools of psychiatric thought 
and the groups of specialists interested in the 
biology of physical and mental health, would 
be certain to render a distinct public service. 

It was stressed, therefore, that for a task 
of such magnitude many cadres must be 
formed of qualified and unselfish men, will- 
ing and ready to act in the interests of pub- 
lic service. These cadres should consist of 
competent, conscientious, and high-principled 
workers who believe in the public responsi- 
bilities of the sciences and professions ; men 
“whose souls cannot be bought, and who are 
willing to draw together as an army dedicated 
to furthering human happiness and health.” 

Finally, by combining the planks of scien- 
tific endeavor, professional prowess, and 
social-minded purpose, it was hoped that a 
platform could be built worthy of Thomas 
William Salmon and the other great pioneers 
in human biology and mental hygiene ; a plat- 
form that will be steadfast and sufficiently 
wide to act as a bridge—a bridge over intra- 
disciplinary diversities (real or imaginary) ; 
a bridge over interdisciplinary dividing lines 
(visible or invisible) ; in short, “a platform 
leading to unity and progress in the common 
interest of advancing physical and mental 
health for the sake of human betterment.” 


i 

i 
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PsycHoLocy AND Its BEARING on Epucation. By 
C. W. Valentine. (New York: Philosophical 
Library, Inc., 1951. Price: $6.00.) 


This book, whose author is Professor Emeritus of 
Education in the University of Birmingham, is writ- 
ten with delightful simplicity and clarity. It presents 
a comprehensive treatment of the tested and gener- 
ally agreed-upon subject matter of psychology as it 
applies to education. I think it does not presuppose 
that the reader has had an introductory course in 
general psychology, as do many books in educational 
psychology in America. Apparently it is meant as a 
first course in psychology for students of education. 
It can be read with profit by experienced teachers 
and educational specialists of various kinds. Perhaps 
psychiatrists, insofar as they come in contact with 
educational problems, would be interested in a num- 
ber of the chapters, especially those dealing with 
“the play-way” in education; training in thinking, 
reasoning, and imagination; general intelligence and 
its measurement; special abilities; educational and 
vocational guidance; education of backward, prob- 
lem, and delinquent children; as well as the 3 
chapters on appreciation of beauty and aesthetic 
education. 

The book covers the field of psychology histori- 
cally. It makes no pretense of being especially 
modern. It deals with experimental data, theories, 
and interpretations that have proved to be important 
regardless of their position in point of time. It is 
somewhat refreshing to see so much influence of 
McDougall, especially in the treatment of emotion, 
sentiment, motivation, self-assertion, imitation, gre- 
gariousness, volition, acquisitiveness, curiosity, and 
other putatively innate impulses and tendencies. 
Freud, Jung, and Adler receive considerable atten- 
tion in the treatment of such subjects as the uncon- 
scious, repression, sex, and inferiority. The author’s 
handling of these topics seems fresh and appropriate. 
On the other hand, his material on learning and 
remembering does give the impression of being a 
bit outdated. Comparatively little space is devoted 
to this material. 

I think the most outstanding feature of the book, 
from the standpoint of the American reader, is its 
treatment of mental abilities—their nature and 
measurement; the psychology of visual art, music, 
and poetry, encompassing a chapter each; and edu- 

cational and vocational guidance, including the back- 
ward and delinquent. Moreover, these are all areas 
in which British psychology and education have 
excelled. Except for a brief discussion of correla- 
tion and some other statistical procedures found in 
the appendix, the book concludes with a chapter 
on “Mind and Body.” 
J. B. Stroup, Px. D., 
Department of Psychology, 
State University of Iowa. 


BOOK REVIEWS 


PERSONAL AND SocIAL ADJUSTMENT; Foundations 
of Mental Health. By Wayland F. Vaughan. 
(New York: The Odyssey Press, 1952.) 


This book is designed as a text for a course in 
personality, presumably for students drawn from a 
wider universe than the usual college population. 
Because the author says that his conceptions have 
been developed through 25 years’ experience in 
teaching the subject matter of personality to college 
students, occupational therapists, secretaries, and 
extension course adults, the practitioner approaches 
the book in the hope that it may be suitable to give 
his patients and/or other intelligent laymen who 
want to learn “something about psychology.” In 
the belief that, if the present readers want to know 
anything about the book, this is what they want to 
know, this review tries to evaluate it from this point 
of view only. 

The format and the author’s stated intention 
both suggest that he would think this an appropriate 
function for the book to perform. First, he says 
that it “deals chiefly with normal people and tells 
how they stay that way. A good presentation of 
elementary mental hygiene can be very helpful.” 
Second, the text is larded with jokes and cartoons, 
for the purpose of illustrating the various points 
made, and references culled from the most unim- 
peachable professional sources stand cheek by jowl 
with those from Satevepost, Time, Esquire, the 
Ladies Home Journal, and Cosmopolitan. It is 
difficult to say how helpful this would be to the lay 
reader. In a course, the instructor could make clear 
the different functions served by the different kinds 
of quotations, but one wonders how someone read- 
ing the bock for himself could know which are the 
authoritative sources and how knowledge in the 
field has aclvanced. 

A stated purpose of the book is to present “an 
exceptionally wide range of topics.” Again, what 
seems an advantage in a textbook might well be a 
disadvantage tu the independent reader. The instruc- 
tor could select from the abundance of material those 
topics he considered most appropriate to his partic- 
ular task, and elaborate on these in whatever de- 
tail was necessary to accomplish his purpose. The 
independent reader, however, might emerge knowing 
very little about very many facets of psychology. 

This same plethora of material seems to result in: 
the gravest defect of the book. Although the author 
tries to present the normal person and how he stays 
that way, it seems likely that the naive reader 
might come away with the idea that mental health 
is indeed a rare commodity and that the psycho- 
legical terrors with which one is threatened are 
legion. 

All of this seems to add up to the conclusion that, . 
although this book might seem to be appropriate - 
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reading for the interested layman, it actually is not. 
Teachers of courses in mental hygiene, on the other 
hand, may find it useful. 
W. THompson, Pu. D., 
VA Hospital, Palo Alto, Calif. 


IntropucTion To Socrat Psycnorocy. By E. 
Llewellyn Queener. (New York: William 
Sloan Associates, 1951. Price: $4.25.) 


In his attempt to treat social psychology as some- 
thing more than a “repository of odds and ends 
from sociology, anthropology, psychology, philos- 
ophy, economics, poll-taking, and the more bizarre 
doings of crowds,” Professor Queener assays it as 
“the systematic application of established psycho- 
logical theory to one particular stimulus-response 
relationship—the relationship of organism to organ- 
ism.” His analytical description is centered around 
8 variables : the human variable, culture, class, caste, 
sex, crisis, group, and individual variables. These 
variables are interpreted in terms of learning theory, 
psychoanalysis, field theory analysis, and perception 
theory analysis. 

Three advantages accrue from this approach 
when it is applied to specific cases by clinicians. 
Each client, in the first place, can be classified ac- 
cording to the variables on the assumption that 
“his problem is like that of his group mates at 
least in broad outline,” thus enabling the clinician 
to start from something other than zero knowledge. 
Further, diagnosis in terms of such variables cre- 
ates awareness that knowledge derived is limited 
to these variables, preventing the diagnostician from 
assuming that diagnostic categories hold true for all 
times and all places. Finally, awareness of the 
motives and techniques functioning in relation to 
many variables opens up more diagnostic hypo- 
theses from which to choose. 

Schematically this approach is interesting, and 
speculatively it is worth consideration, but practi- 
cally its value would hinge upon the inherent na- 
ture of the variables considered. While the author 
contends that he uses the term variables “in the 
same sense as that in which an experimental scientist 
speaks of independent variables” he fails to estab- 
lish that the usage is identical. Variables in experi- 
mental science are characteristically quantitative, 
homogeneous, and uniformly divisible, such as pres- 
sure, weight, or temperature. Class differences, 
sex differences, group and individual differences 
have never been reduced to quantitative, homoge- 
neous, uniformly divisible measurable units, hence 
are hardly “variables” of the same sort employed 
in most experimental scientific work. 

Definitions of these variables lack precision and 
do not possess the degree of commensurability that 
would be necessary for their use in any exact exper- 
imental manner : 

“A social class is a group of people behaving in 
given ways toward the dominant values in their 
culture” (p. 144). 

“But for our purposes. . .a group will be defined 
as any condition in which behavior varies as a func- 


tion of the physical or symbolical presence of an- 
other person” (p. 263). 

The author admits some of the limitations inherent 
in his approach by granting that the variables fre- 
quently function in interrelated, rather than inde- 
pendent, fashion; that some are more crucial than 
others ; and that they are not the only ones that can 
exert influences upon behavior. These and other 
limitations severely militate against exact prog- 
nostication from the approach but do not detract 
from its speculative appeal. As a framework for an 
approach to social psychology or as the central 
thesis for an introductory text, however, the organ- 
ization and the abundant illustrative examples that 
clarify it make this book a useful one. 

A. H. Hosss, Pa. D., 
Department of Sociology, 


University of Pennsylvania. 


MepicaL BrocrapuHies. By Philip Marshall Dale, 
M.D. (Norman, Oklahoma: Oklahoma Uni- 
versity Press, 1952. Price: $4.00.) 


That the illnesses of great men may influence 
the course of history is no new idea. In this book, 
Dr. Dale implements that thesis by recounting the 
medical biographies of 33 more-or-less eminent 
personalities. The author has a good sense of an- 
ecdote. His strength as a writer is his sense of 
humor and his sensitivity to the whimsical overtones 
of his subject. Unfortunately he seems quite disin- 
terested in, indeed quite unfamiliar with, the fact 
that emotions can influence disease. Except for a 
few instances of frank psychosis, and an occasional 
amateurish reference to “nervousness” or to “neu- 
rotic constitution,” he ignores the psychic factor in 
the production of symptoms. But let Dr. Dale 
speak for himself: 

“Cellini’s panicky reaction to illness suggests 
that he was basically a coward.” And of Newton, 
he writes: “His disorder was not purely psycho- 
genic, since it was not cyclic or deteriorative.” 
He discusses at length the physical infirmities of 
both Frederick the Great and his father. But he 
seems totally blind to the painfully obvious psychi- 
atric implications of Frederick’s relationship with 
his father. Dr. Dale makes no contribution to pub- 
lic education when he writes: “It is doubtful if the 
victim of manic-depressive attacks is ever quite 
normal-minded at any time in his life.” He con- 
cludes that Byron was an epileptic on the basis of 
one attack of frenzy, one attack in which “he sud- 
denly became flushed, his features distorted, and he 
seemed about to fall” and a series of abdominal 
cramps, all of which are considered to have been 
“epileptic equivalents” with no additional evidence. 
“A tendency to sea sickness” we are told in the biog- 
raphy of Darwin “denotes a high strung, sensitive 
nervous system.” And lay and medical readers alike 
will be astonished to hear that “epilepsy and fee- 
ble-mindedness tend to merge into a single heredi- 
tary trait.” 

In the fields of general medicine and surgery, 
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however, the author tells the yarns well, and the 

stories make interesting footnotes to history. 

Henry A. Davinson, M.D., 
Washington, D. C. 


SPECIALIZED TECHNIQUES IN PSYCHOTHERAPY. 
Edited by Gustav Bychowski and J. Louise 
Despert. (New York: Basic Books, Inc., 1952.) 


It is gratifying to note the trend that psycho- 
therapy is taking, but particularly to recognize 
the scientific sobriety with which the trend is 
enveloped. 

When psychoanalytic psychotherapy was in its 
younger years, as was to be expected, there was ap- 
preciable excitement with the development of each 
new fundamental point of view. Gradually hypo- 
thesis gained merit through clinical application, 
which in turn opened new vistas in hospitals, clinics, 
teaching services, and private offices. 

This book is a summary of the practical use of 
psychoanalytic psychotherapy in the various sub- 
divisions of medical practice. It bears the imprint 
of the careful teacher, in that it is direct though not 
dogmatic. Indeed, almost every contributor to the 
17 papers of the book has a university connection 
and reveals the soundness usually found in such a 


oup. 

ort he breadth of the book is indicated by such 
titles as narcotherapy, hypnoanalysis, telepathy, art 
therapy, group therapy, psychotherapy with the 
crippled, stutterers, alcoholics, sex offenders, psy- 
chosomatic medicine, and Rorschach. 

The orientation is psychoanalytic in its broadest 
sense and, to the reviewer’s way of thinking, should 
be acceptable to the sound thinker in psychiatry. 

Letanp E. M. D., 
New York City. 


Cup Psycuratric. TecHNigues. By Lawretta 
Bender, M.D. (Springfield, Iil.: Charles C. 
Thomas, 1952. Price: $8.50. Also: Toronto, 
Ont.: Ryerson Press.) 


This is a very useful, though rather repetitious, 
repertoire of techniques that are pertinent for the 
practice of child psychiatry. It is essentially an 
edited collection of 19 articles by several authors, 
which have appeared previously and, because of this, 
it undoubtedly was not easy to organize the chapters 
so as to give the whole an integrity of its own. The 
nature of this compilation has made for numerous 
reiterations of statements that recur in the indi- 
vidual monographic presentations. 

The general orientation is in terms of the ex- 
perience on the children’s service of the psychiatric 
division of Bellevue Hospital in New York City. 
It reflects an exemplary over-all approach to the 
psychiatric problems of children, one that is unique 
in its integration with the community and the vast 
resources at its disposal. The specific techniques 
described are those that have already enriched the 
practice of child psychiatry and to which the Belle- 
vue group has been a generous contributor. 

A large proportion of the book is devoted to the 


one aspect of the development of perception in 
children, from the Gestalt psychological standpoint 
and particularly as illustrated by Bender’s Visual 
Motor Gestalt Test. It must be stated, however, 
that there exists an abundant literature somewhat 
differently oriented and that there are many other 
techniques that have not received adequate notice. 
Another major portion of the book is devoted to the 
use of art in the diagnosis and treatment of children. 
There can be no arguing with its applicability, 
though it is felt that often specific interpretations 
are a bit extreme; certainly the practice of confront- 
ing the patients with some of these interpretations 
would be met with a degree of skepticism by many 
competent and more self-critical workers today. 
The chapter pertaining to therapy from the group 
standpoint describes the author’s hospital service, 
yet the matter of group therapy with children de- 
mands more complete representation and discussion. 

Some of this material might have been presented 
also from the point of view of the needs of patients 
treated on an outpatient status. This is a most chal- 
lenging aspect of child psychiatry, especially since 
there is such a dearth of inpatient facilities. Meth- 
odologies employed by other workers, including 
physical therapies, should have been included, if 
only for the sake of completeness. A general in- 
troductory formulation of the author’s view of the 
goal of treatment would have been welcome to many 
readers who look for a frame of reference in try- 
ing to correlate the reported techniques with clinical 
practicalities. 

Nevertheless, this work fulfills a distinct need, has 
brought together several articles (especially those 
of Paul Schilder) that deserve rereading, and most 
certainly should be of great interest to those en- 
gaged in the management of psychiatric problems 
in children. 

Lester H. GuiepMAN, M. D., 
Department of Psychiatry, 
Johns Hopkins University. 


Personatity. By David C. McClelland. (New 
York: William Sloane Associates, 1951.) 


This well-written book is intended as a text for 
advanced students ; it presupposes, for example, con- 
siderable understanding of statistics (there is an 
excellent discussion on the methodological signifi- 
cance of factor analysis, for the reader who already 
knows what that technique is). For students who 
are up to it, it is a beautiful pedagogical display ; as 
each of the major determinants or contents of per- 
sonality (generically, and as McClelland sees them) 
is introduced, we are given the relevant facts in the 
autobiography of Karl. His story runs like a 
thread throughout the development. At the end of 
each chapter there are questions about it and about 
Karl, cleverly posed so that the reader must think 
and integrate; parroting doesn’t help. 

The 3 major variables in personality, here, are 
the trait (roughly “habit” ), the schema (socialization 
and its influence on the role), and motivation. An 
eclectic tone is preserved in the discussions centering 
around these; previous formulations are displayed 
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and criticized. Moreover, the concern here is with 
the “normal” personality; at least it does not seek 
the paradigm for personality exclusively in dis- 
ordered behavior. 

How well does it succeed? Very well, if one 
remembers the immaturity of the present state of 
our knowledge. McClelland has packed this book 
with the kind of questions that should be asked 
about personality, how we know one, and how we 
conceptualize it phenomenally and causally; his 
questions are very provocative, and many seldom 
asked by others. But, remembering the injunction 
not to forget about immaturity, the answers are 
often disappointing. McClelland roots his discussion 
in psychological learning theory to which it must be 
related, but here the relating is a protest, not a 
demonstration. There is a noble attempt, in the 
discussion of the schema, to take the step that must 
be taken: the integration of anthropological-socio- 
logical data into the individual’s behavior. formula; 
but this leads to considerable overgeneralization. 
On the conceptualization issue there are discussions 
that show how methodologically aware McClelland 
is, but it is somewhat surprising to find him arguing 
that the empirical-verification step in personality 
theory should follow the rational analysis. It is 
hard to see how this could ever quite be done 
(whence the rational analysis from which hypo- 
theses for confirmation at the empirical level de- 
pend?). McClelland’s respects to conceptualization 
are paid in the very definition of personality: “Per- 
sonality is a theoretical interpretation [sic!] derived 
from all a person’s behaviors.” But the point prob- 
ably is that brute, blind do-everything empiricism 
is sterile. 

This view tends to color McClelland’s interest in 
assessment devices. “Validity” of an instrument has 
too many meanings, but McClelland chooses to 
regard it as the utility of the instrument for giving 
information meaningful in the context of one’s con- 
ceptual theory; the Rorschach and the TAT come 
out very well. He quite rejects the operational 
validity, as demonstrated correlationwise, of such 
instruments as the MMPI because they don’t make 
“conceptual sense,” and seems not to feel com- 
manded to some sort of attention by facts dis- 
covered when questions are asked outside a concep- 
tual framework. He is not fascinated by the finding 
that children who give the response word “green” 
to a stimulus word “grass” receive a score of plus 
6 for “loyalty to the gang” (“empiricism gone 
wild”) or that card-sorting behavior on the MMPI 
is correlated with psychiatrists’ diagnoses. Not only 
is there a failure to discuss personality question- 
naires; the omission is not given much defense. 
Surely the student will later encounter many refer- 
ences to them. 

But finally, a book that one now agrees with, 
now argues with, is an exciting book. If, as this 
one does, it asks questions that are clearly relevant 
but one hasn’t asked himself, then it is a worth- 
while book. McClelland knows his field and thinks 
independently and originally. 

KennetH MacCorguopate, Pu. D., 
Department of Psychology, 
University of Minnesota. 


Hore aNp HELP For THE Atconotic. By Harold W. 
Lovell, M.D. (Garden City, N. Y.: Doubleday 
and Company, Incorporated, 1951. Price: 
$2.75.) 


This is a book of 214 pages written apparently 
for the general public and especially for alcoholics 
and friends and families of alcoholics. The material 
is presented in simple, everyday language and most 
all of it can be understood by the average intelligent 
reader. 

The book discusses what is alcoholism, how alco- 
hol acts on the individual, what are the psychological 
factors in alcoholism, and how help can be obtained 
for such a condition. The material presented in 
general conforms with present psychiatric thinking 
and is given in a helpful manner. Great emphasis is 
laid on the use of Alcoholics Anonymous in the 
treatment of alcoholics. 

Chapter 3, The Effects of Alcohol, in general 
gives a correct account, but the reviewer would 
question the claim that the use of alcohol tends to 
accelerate arteriosclerosis. Likewise “wet brain” is 
discussed as if it were an extremely common con- 
dition in alcoholics and as if the increased pressure 
of the cerebrospinal fluid were also very common 
owing to the so-called “wet brain.” The statement 
that most cases of Korsakoff’s psychosis appear 
among nonalcoholics is not the generally accepted 
view. The description of Korsakoff’s psychosis does 
not even mention the tendency to fabrication, which 
is one of the important diagnostic points in this 
condition. 

These are minor criticisms in a book that can be 
recommended for all those interested in the prob- 
lem of alcoholism. 

K. M. B. 


HANpBOOK OF EXPERIMENTAL PsycnHo.ocy. Edited 
by S. S. Stevens. (New York: John Wiley 
and Sons Inc., 1951. Price: $15.00.) 


Since Murchison’s “Handbook of General Ex- 
perimental Psychology” published in 1934 is now 
out of date and out of print, there is need 
for a book that systematizes, digests, and appraises 
the enormous mass of material under the general 
classification of experimental psychology. This new 
handbook, with its over 1,400 double-column pages 
and over 600 illustrations, produced by 34 authors 
most of whom are well-known and accepted authori- 
ties in their respective fields, contains references 
that appear to be quite adequate and in some cases 
extensive; for example, one of the chapters on 
learning provides over 400 references. The hand- 
book is organized into 7 sections—mathematics, 
measurement and psychophysics (one chapter) ; 
physiological mechanisms (5 chapters) ; growth and 
development (5 chapters) ; motivation (3 chapters) ; 
learning and adjustment (7 chapters); sensory 
processes (11 chapters) and human performance 
(4 chapters). One could very easily make the usual 
criticisms of a book of this nature, that certain areas 
have been neglected, that the presentation of ma- 
terial is uneven but I am more inclined to com- 
pliment the editor and authors on the production of 
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a book that will prove very useful to psychologists 
and extremely valuable to those in bordering dis- 
ciplines who wish to know what has been done and 
discovered in experimental psychology. One could 
only wish there were some easy way of keeping 
such a handbook up to date; however, this edition 
should be useful for about 10 years. 
K. S. Bernuarot, Pu. D., 
Department of Psychology, 
University of Toronto. 


HIRNATROPHISCHE PROZESSE IM MITTLEREN LE- 
BENSALTER UND IHRE PSYCHISCHEN ER- 
SCHEINUNGSBILDER. By Fredrick Wilhelm 
Brenisch. (Stuttgart: Georg Thieme Verlag, 
1951. Price: DM 12.60.) 


The case histories of 14 patients in the age 
group of 20 to 45 years suffering from chronic 
atrophic brain processes of various etiology are 
presented and the psychopathological pictures an- 
alyzed. Men and women are represented approxi- 
mately equally in the author’s material. The neuro- 
logical symptomatology is scarce at least in the 
beginning, the anamnesis is devoid of brain in- 
juries and infections, the spinal fluid is negative 
or uncharacteristic. Pathological liquor changes, 
if any, are found only in the colloidal curves. 
However, all cases had a positive pneumoenceph- 
alogram. A marked external, and to a lesser 
degree also an internal, hydrocephalus is the 
cornerstone for the clinical diagnosis of an 
atrophic brain process. 

Autopsies have been performed in 7 of the cases. 
The histological diagnoses in these cases were 
as follows: Crentzfeld-Jacob’s disease (1), chronic 
meningoencephalitis (1), leucodystrophy (1), mul- 
tiple sclerosis (2), atrophy of the frontal lobes 
(1), vascular nerve cell disease and edema of the 
brain (1). In the 7 cases where post-mortems 
have not been performed the clinical diagnoses 
were brain atrophy with multiple sclerosis (2), 
with encephalitis (1), brain atrophy of unde- 
termined origin (3), different diagnoses (1). 

On the basis of this material and of similar 
cases collected from the German literature the 
duthor arrives at the following conclusions: The 
individual nosological entities and their neuro- 
pathological substratum cannot be considered as 
the basis for the psychotic manifestations in the 
material described. A general change in the brain 
condition produced by etiologically different dis- 
eases and clinically characterized by the external 
(and internal) hydrocephalus forms the decisive 
pathogenetic link between the different brain dis- 
eases and the psychopathological picture not only 
in the cases described but also in the common 
forms of chronic atrophic brain processes, such as 
Pick’s and Alzheimer’s diseases. Middle age (20- 
45) with its wider range of brain reactions and 
the chronicity of the brain process are of patho- 
plastic significance. Differences in the localization 
of the process and individual factors may play a 
role by accentuating abnormal personality traits 


or by manifesting latent dispositions to mental 
diseases such as schizophrenia or manic-depressive 
psychosis. 

The author admits that the encephalographic 
finding of an external (and internal) hydro- 
cephalus is in some cases not substantiated by the 
post-mortem examination of the brain. However, 
the fact that the hydrocephalus in such cases is 
connected with essentially the same psychopatho- 
logical picture as found in cases of anatomically 
proved brain atrophy seems sufficient reason to 
include these cases with the group of atropic 
brain processes of middle age. 

Psychopathologically the cases can be divided 
into several groups the first of which has, right 
from the beginning, all the characteristics of an 
organic psychosis. Acute episodes of impaired 
consciousness and exogenous reaction types make 
for a less monotonous picture and more variable 
course than that found in senile psychoses and 
other atrophic brain processes. Korsakow’s syn- 
drome is also less prominent. Another group 
shows a more schizophrenia-like picture. The 
essential psychopathological findings in the third 
group are personality changes and emotional dis- 
turbances such as apathy, moodiness, and irrita- 
bility. Accentuation of psychopathic personality 
traits dominates the picture in the latter cases. 
Acute exogenous reactions are missing and the 
course does not usually show a progressive trend. 

Electroencephalograms are not reported. 

V. A. Krat, M.D., 
Verdun Protestant Hospital, 
Montreal, Que. 


Tue Retarpep Cuitp. By Herta Loewy. (New 
York: Philosophical Library, 1951. Price: 
$3.75.) 


This is an American edition of an English book 
that is meant to be a “guide for parents, teachers, 
and social workers” and that may also be called an 
introduction to therapeutic education of the retarded 
child. The author emphasizes the fact that the basis 
of her approach is not a new idea. It is “to find 
out as early as possible how to approach any indi- 
vidual retarded child’s center and to develop from 
here out a special designed scheme of training and 
social adjustraent.” Such educational individualism 
has been the basic principle wherever special edu- 
cation has been approached in a progressive manner 
in this country. 

This book makes a specific contribution in that it 
presents for the first time a complete screening of 
the major tasks with retarded youth. It begins with 
babyhood and infancy and discusses the major 
issues of the first year’s care. The second part 
surveys the general educational area with the earli- 
est training for living, speech, and handwork. The 
third part presents a synopsis of the major prob- 
lems of school training and.ends with a short sum- 
marization of the problems of social adjustment. 

Ernest Harms, Pu. D., 
New York City. 
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TRANSACTIONS OF THE CONFERENCE ON MORALE 
AND THE PREVENTION AND CONTROL OF PANIC. 
(Held under the Joint Auspices of the New 
York Academy of Medicine and the Josiah 
Macy, Jr. Foundation). (New York Academy 
of Medicine, 1952.) 


The well-known speakers at this conference at the 
New York Academy of Medicine approached the 
topic of panic prevention, control, and morale on 
many levels: historically, descriptively, philosophi- 
cally, analytically, critically, wishfully, and soberly. 
All the contributions were stimulating. I enjoyed 
as a pleasant phantasy the suggestion that scientists, 
psychiatrists, sociologists, and anthropologists par- 
ticipate actively in governmental planning. It 
sounded like the final realization of the platonic 
state. Instructive sobering thoughts were: we 
should not teach more than we know, and especially 
not try to meddle with information that is released 
by press and radio. Few people have the wisdom to 
know what attitude “the masses” should have at a 
certain time. 

Apathy can be a panic reaction or can be-due to 
poor morale. Since lack of interest and participa- 
tion present the greatest impediment to civil defense 
preparedness today, I was disappointed to find little 
discussion of this problem. 

The transactions of this conference contain a 
number of valuable contributions. Since there is no 
discussion, we do not know whether the opinions of 
the individual speakers are shared by the partici- 
pants. I hope there will be a follow-up. 

Kurt Fanrtt, M.D., 
Mental Health Consultant, 
Long Beach City Health Department. 


MANUEL ALPHABETIQUE DE PSYCHIATRIE CLINIQUE, 
THERAPEUTIQUE ET Mepico-LEGALe. By Dr. 
Antoine Porot and collaborators. (Paris: 
Presses Universitaries de France, 1952. Price: 
2,500 fr.) 


This volume of 437 two-column pages is both a 
dictionary of psychiatric terms and a compendium 
of psychiatry with topics arranged alphabetically. 
It is one of a series—Biblioteque de Psychiatrie— 
published under the supervision of Professor Jean 
Delay. 

The need for such a work, the author found in 
his 40 years of psychiatric practice and 20 years of 
teaching the subject, was occasioned by the regret- 
table plethora of psychiatric terms, their somewhat 
hermetic character, the abundance of neologisms, 
the subjective nature of psychiatric concepts as con- 
trasted with other medical disciplines, and a ten- 


dency on the part of speakers and writers to a rela- 
tive and imprecise use of words to which each 
author is prone to attach his personal definition or 
interpretation. 

The alphabetical list beginning with Abcés 
cérébraux and ending with Zoopsie contains more 
than 600 titles. Individual items range in length 
from 2 or 3 lines to several pages. Under each of 
the more important captions the history is outlined 
together with a summary of etiology, symptomatol- 
ogy, and treatment or practical issues, thus affording 
the physician or student quick access to the signifi- 
cant details of definition. Each article is signed by 
the author or collaborator who wrote it. 

As an example of the way the material is handled 
the item on dementia precox (2} pp.) divides the 
history into 3 periods: (1) Before Kraepelin, (2) 
the Kraepelinian synthesis, (3) after Kraepelin. 
There follow brief statements of various views as 
to the nature, etiology, pathogenesis, and symp- 
tomatology of the disease. Special treatment meas- 
ures are not dealt with here but will be found under 
their individual headings—electroshock, insulin 
therapy, psychosurgery, psychotherapy, etc. Under 
the heading Schizophrenia the topic is further 
elaborated (3 pp.) with particular reference to the 
thesis of Bleuler. These 2 sections complement each 
other, both being written by the same authors, 
Porot and Kammerer. 

Many topics are treated in considerable detail— 
Tests, for example (83 pp.). The avthor (Luccioni) 
judiciously concludes with Lagache that “l'étude 
d’une personalité est une tache théoriquement infinie 
et inachevable.” Any combination of tests repre- 
sents only so many soundings, numerous, correlated, 
and profound as they may be. 

The general subject of crime and forensic psy- 
chiatry is dealt with under several headings—Crime 
and Delinquency (4 pp.), Juvenile Delinquency (34 
pp.), Responsibility (24 pp.). Testimony (2 pp.), 
Expert Evidence (44 pp.), Homicide (2 pp.). The 
various conditions affecting criminal responsibility 
are carefully set forth. According to the Criminal 
Code (1811), “Jl n’y a ni crime ni délit lorsque le 
prévenue était en état de démence au temps de 
Paction ou lorsqu’il a été contraint par une force a 
laquelle il n’a pu résister.” In strictly defined cir- 
cumstances “diminished responsibility” may be 
recognized. 

One point of value for English readers of this 
excellent work is the definition of certain terms 
occurring in the French literature that are not apt 
to be met with in English texts, e. g.,, cafard, my- 
thomanie, clinomanie, syndrome de cotard. 
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IN MEMORIAM 


MARCUS ALBERT CURRY, M.D. 


1878-1952 


Dr. Marcus Albert Curry, the former 
medical superintendent and chief executive 
officer of the New Jersey State Hospital at 
Greystone Park, died at that hospital on No- 
vember I1, 1952, after a brief illness, at the 
age of 74. 

Dr. Curry was born at Warrensburg, New 
York, in 1878, the son of a minister, and 
received his early education at the Troy 
Conference Academy in Poultney, Ver- 
mont. In 1904 he received his M. D. degree 
from Albany College School of Medicine 
and served his internship at Albany Hospital. 
A year later he became a physician at Glen 
Mary Sanitarium, Owego, N. Y., which posi- 
tion he left in 1907 to do special study in 
the cobalt mining region in Canada, return- 
ing several months later to New York to 
join the staff of the Central Islip State Hos- 
pital. In 1909 he became a member of the 
medical staff at Greystone Park, the hospital 
then being known as the New Jersey State 
Hospital at Morris Plains. Following a 
series of promotions, he became medical 
superintendent and chief executive officer in 
March of 1920. 

On June 30, 1950, Dr. Curry retired from 
the institution. During his tenure there he 
brought about many changes and improve- 
ments, such as unlocking doors within the 
wards to allow patients more freedom, build- 
ing up recreational and occupational therapy 
departments with better facilities and separ- 
ate buildings, developing a separate shock 
therapy service, sponsoring the Greystone 
Park Association, and organizing the first 
accredited school of nursing. 

Dr. Curry participated in the Columbia- 
Greystone project for the study of frontal 
lobe surgery that had been organized by the 
Columbia University College of Physicians 
and Surgeons. As the result of this research, 

a widely circulated volume was published, 
several sections of which were co-authored 
by Dr. Curry. 
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He was a life member and past-president 
of the Morris County Medical Society, a 
fellow of the American Medical Association, 
a charter member of the New Jersey Neuro- 
psychiatric Association, a life member of The 
American Psychiatric Association, and held 
membership in the American Hospital Asso- 
ciation, the Association for Research in Nerv- 
ous and Mental Disease. He was also a 
charter member and past-president of the 
Morristown Rotary Club, past exalted ruler 
of the Morristown Lodge of Elks, a member 
of Friendship Lodge 153, F. & A. M., 
Owego, N. Y., and a member of Salaam 
Temple of the Shrine. 

Shortly after he became superintendent of 
Greystone Park, he married Miss Myrtle 
Smart of Bangor, Maine, who had been at 
the hospital for 6 years doing eugenic re- 
search work. Besides his widow, who resides 
at Mountain Lakes, New Jersey, he is sur- 
vived by a daughter, Miss Marcia Frances 
Curry, research assistant in the Department 
of Pediatrics at the University of Colorado 
Medical College. 

Under Dr. Curry an institution caring for 
2,000 patients grew to a small city of 7,500. 
Perhaps his greatest contribution to the care 
of the mentally ill was his early advocacy of 
humane treatment wherein the dignity of 
every individual, no matter how seriously ill 
or irresponsible, was recognized. Dr. Curry’s 
leadership, as exemplified in the advice and 
counsel he gave his staff, will not have been 
in vain, for every day someone, somewhere, 
is putting into use treatments and practices 
that he pioneered. He is mourned by his 
numerous friends in the field of mental hy- 
giene, and especially by his associates in the 
New Jersey Department of Institutions and 
Agencies and the patients and personnel of 
the Greystone Park State Hospital. He will 
be greatly missed. 

ArcHIE CRANDELL, M. D. 
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for the patient 
who needs to 
simmer down— 


Trodemork 
TACETYLBROMDIETHYLACETYLCARBAMID SCHENILEY) 


Not a Barbiturate 


provides ideal daytime sedation 
without hypnosis 


SEDAMYL® quickly relieves the 
nervous tension and anxiety so 
often generated by the strains of 
modern In 333 patients 
suffering from nervousness, 
anxiety, and related psychoso- 
matic complaints, sEDAMYL 
proved effective for daytime use 
in 90 percent of cases.’ Tubes of 
20, bottles of 100 or 1000 tablets. 


1. Tebrock, H. E.: M. Times 79:760, 1951. 
2. Geyer, H. W.: Delaware M. J. 23:255, 1951. 


SCHENLEY LABORATORIES, INC. 


LAWRENCEBURG, INDIANA 


rk of Schenley | ries, Inc. 
©Scheniey Lebortories, inc. 


Founded 1879 


RING SANATORIUM 


Eight miles from Boston at an 
elevation of 400 feet 


For the study, care and treatment of 
emotional, mental, personality and habit 
disorders. 


All recognized psychiatric therapies are 
used as indicated. 


Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 


BENJAMIN Simon, M.D. 
Director 


CuHarces E, Wuite, M. D. 
Louis Brenner, M.D. 
Kurt H. Gras, M.D. 

Associates 


Consultants in all Specialties 


Arlington Heights, Francis W. Russell 
Massachusetts Executive Secretary 
Telephone AR 5-0081 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 
personnel. 


Owen C. Crark, M.D. 
Medical Director 


CuHarLes H. Feasier, M. D. 
Grorce H. Lourman, M.D. 


CATHERINE A. RosENBERG, R. N. 
Director of Nurses 
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THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 

For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 
Bristol Highway). 534 acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 
tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 
nel gives individual attention to each patient. 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


HELEN RISLOW BURNS, M.D. 
Assistant Medical Director 


Established in 1915 
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UCH THINGS as these—some 
beautiful, some crude—are only the by- 
products of the real work of the occupa- 
tional therapists in guiding the tasks for 
hands that help minds toward health. 


Occupational therapy is not mere “busy 
work” at Hall-Brooke. Appropriately, 
in this therapy hospital O.T. has its own 
separate building, equipped for the recog- 
nized therapeutic crafts, right down to 
its own electric kilns for the rewarding 
new work in ceramics. 


As in the other facilities of Hall- 
Brooke, there is the space in the recently 
enlarged and redecorated O.T. House to 
permit the proper segregation of psy- 


Still Life, by Connecticut artist Cal 
Sacks, from objects made by Hall- 
Brooke patients as part of their therapy. 


chotic and psychoneurotic patients, alco- 
hol and drug addiction cases, and geri- 
atric patients. 


The staff of registered therapists is 
adequate not only to administer the in- 
dividually prescribed treatment, but to 
adjust it to the special needs of such 
medical treatment as insulin or electro- 
coma. 


Hall-Brooke is a modern psychiatric 
hospital in a non-institutional setting on 
120 acres only an hour from New York. 
Licensed by the State of Connecticut, its 
medical staff includes three psychiatrists 
(two, Diplomates of the American Board 
of Psychiatry and Neurology; another, 
university medical school professorship ) 
plus a doctor of internal medicine and 
an associate physician. Rates are realistic. 


all-Brooke 


Greens Farms, BOX 31, Connecticut. 
Westport 2-5105; New York: Enterprise 6970 


George K. Pratt, M.D., F.A.P.A., Medical Director. Mrs. Heide F. 


Jones-Bernard, Administrator. 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 
York Maintaining Homelike, 
Ss ndi ith 
MISS MARY R. CLASS, R.N., Director of Nurses 
: MR. T. P. PROUT, JR., President The Institutional Atmosphere 


Is Eliminated, Yet All of 
the Hospital Facilities Are 


ELECTRIC SHOCK THERAPY OCCUPATIONAL Available for Treatment and 
INSULIN THERAPY THERAPY Management of Problems in 
DIETETICS Neuropsychiatry. 
PSYCHOTHERAPY 
: THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


MILWAUKEE SANITARIUM= 


Wauwatosa, Wisconsin 


(Chicago Office—1117 Marshall Field Annex Bldg. ‘ 
28 East Washington St.—Wednesdays, 1-3 P. M.) Maintaining the highest standards for 


Joser A. Kinpwatt, M. D. more than a half century, the Mil- 
W. Oscoop, M. D. 


Witu1aM T. Krapwett, M. D, waukee Sanitarium stands for all that 
Benjamin A. Ruskin, M. D. 


Lewis Danzicer, M. D. is best in the care and treatment of 
Russett C. Morrison, M. D. 


Homer V. Capparett, M. D. nervous disorders. Photographs and 
LeRoy E. Bosrtian, M. D. 


particulars sent on request. 


G. H. Scuroeper, Business Manager 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


XVI 


AW 


2 
Z 
Z 
Z 
Z 2 
Z Z 
Z | 
Z Z 
Z 
Z 
Z 
Z 
Z 
: Z 
Z 
Z 
4 
: 


CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE > INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 
Hydrotherapy + Clinical Laboratory + EKG and BMR Equipment 
Stereoscopic X-Ray + Equipped for Surgery + Electroencephalograph 
ALBERT J. CREVELLO, M. D. 

Diplomate, American Board of Psychiatry and Neurology, Inc. 
Medical Director 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
N.Y.C. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


Lhe Pinel Foundation, Jne. 


A non-profit Foundation dedicated to Psychiatric 
Treatment, Education and Research. 


All modern forms of treatment, including psychoanalysis are 
available in a psychoanalytically oriented setting. 


STAFF 
I. ArtHUR MARSHALL, M.D., Medical Director 
Bruce E. ROBINSON, Administrator 
J. Brooxs DuGan, M. D., Assistant Medical Director; StaNLEY W. Jackson, M. D.; Lawrence H. 
Scnwartz, M. D.; ArtHuR L. Kosier, Pu. D., Psychologist; Mrs. RutH Brown, Social Worker; 
GaRLAND Lewis, R. N., Director of Nurses. 


CONSULTING STAFF 
Eucene G. Gorortu, M. D., Chief of Staff 


GeorGe H. ALtIson, M.D. M. Gasie, M. D. D. Horton, M. D. 
Morton E. Bassan, M. D. Gert HEILBRUNN, M. D. Cuaries A. MANGHAM, M. D. 
Francis S. Bossitr, M. D. J. Lester HENDERSON, M. D. Witus L. Stracuan, M. D. 
NorMan C. Cuivers, M.D. Rocer C. Henpricks, M. D. James T. Tuickstun, M. D. 
STEPHEN FLecK, M D. Epwarp D. Horpemaker. M.D. Rosert L. WortrHIncton, M. D. 


Lhe Pinel Youndation, Jne. 


2318 Ballinger Way GLadstone 0652 Seattle os, Washington 
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HIGHLAND HOSPITAL, INC. - ,,,%22*%3.'32%,,.. 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a seventy- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 


Psychiatry 
Associate Director 


Twenty minutes from Times Square, Brooklyn and Bronx 


River Crest Sanitarium 


Ditmars Blvd. and Kindred Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 


Landscaped twelve-acre Park. Thorough study Also the 


and treatment. Competent Staff. Mod- 
ern and completely Cer d. Full cooperation Belle Mead Sanatorium 
le 


"Facilities Modern - Attractive - Proper Classification - 
L ER TES. 
MASON PITMAN, M.D., Medical Director 
San. Phone—Belle Mead (N. J.) 21 
Phone . N. Y. City Phone 
AStoria 8-0820 AStoria 8-0820 


JOHN C. KINDRED, M.D., Consultant 
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An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatmest 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Six distinct units making satisfactory placements possible 
for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 


@ Daily Neuropsychiatric supervision and guidance. 


Psychological Examination Speech 
@ Registered Nurses ® Music 
@ Pre-vocational training ® Ranch for older boys 


@ Teachers with degrees @ Home for older girls 


®@ All academic subjects ®@ Fireproof building 
@ Year round program @® Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 
JESSE VILLAREAL, Pu.D., Speech Pathologist 
JEAN GIESEY MIMS, M.A., Clinical Psychologist 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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BALDPATE, INC. ATTENTION 


Georgetown, Mass. 


Geo. 213i—Boston Office Be.-2-3911 e 


Extension of the reduced subscription 


Cre rate of $5.00 (one-half the regular rate) 
for the AMERICAN JOURNAL OF 
For the treatment of psychoneu- PSYCHIATRY has been authorized to 


include medical students; junior and 
senior internes; first, second, and third 
year residents in training; and graduate 
students in psychology, psychiatric nurs- 
ing, and psychiatric social work. 


roses, personality disorders, psychoses, 


alcoholism and drug addiction. 


Psychotherapy is the basis of treat- 


ment; other methods such as shock 
In placing your order, please indicate 


therapy, malaria and fever box are 
issue with which subscription is to start. 


used when indicated. 


Send subscriptions to: 
Occupation under a trained ther- 


apist, diversions and outdoor activi- THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 


ties. 


G. M. Scnrtomer, M.D., Medical Director New York 20, New York 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


JAMES P. Kine, M. D. 
Director 


JamMEs K. Morrow, M. D. THoMaAS E. PAInTEr, M. D. 
DANIEL D. CuHILEs, M. D. 


JAMES L. CuHiTwoop, M. D. 
Medical Consultant 
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HIGH POINT 
HOSPITAL 


v 
PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RUTH FOX, M.D. L. CLOVIS HIRNING, M.D. 
Associate Consultant Associate Consultant 
Attending Psychotherapists: 
I. WM. BRILL, M.D. DANIEL GOLDSTEIN, P.A. 
LEONARD FRANK, M.D. STEPHEN KEMPSTER, M 
SYLVIA GENNIS, M.D. SIMON NAGLER, M.D. 
LEONARD GOLD, M.D., F.A.P.A. MERVYN SCHACHT, M.D. 


ANTHONY W. ESPOSITO, M.H.A. L. STYRT SCHACHT, M.A. MARY GANGEMI, R.N., Litt.M. 
Hospital Administrator Psychologist Directress of Nurses 


CHESTNUT LODGE 


MEDICAL DIRECTOR 
DextTEeR M. M. D. 


CLINICAL DIRECTOR CLINICAL ADMINISTRATORS DIRECTOR OF RESEARCH 
Rospert A. ConHen, M.D. Georce H. Preston, M.D. Davip McK. Riocn, M.D. 
Marvin L. ApDLAND, M. D. 


INTERNISTS 
CLINICAL SUPERVISOR CLINICAL PSYCHOLOGIST Epwarp J. Sriecuirz, M.D. 
Friepa FroMM-REICHMANN, M.D. MarcGaret J. Riocu, Pu. D. (Geriatrics) 
WILLIAM W. WE sH, M.D. 
ASSOCIATES 
DonaLp L. M.D. F. M.D. Epitu T. SLocKBower, M.D. 
JosEPH W. Coxe, M. D. ALBERTA B. Szavita, M.D. Mary J. Wuirte, M.D. 
Rosert G. Kvarnes, M.D. OrTro WILL, M.D. 


ROCKVILLE 


MARYLAND 


For children from five to twelve, of average or superior 
intelligence, with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 
The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director (Topeka, Kansas, Telephone 3-6494 
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FOR CHILDREN 


with educational, emotional or speech problems 


»®—> School programs are directed by the school psychiatrist and an excellent 
staff of teachers, occupational and recreational therapists, housemothers, and a 
clinical psychologist. The children are grouped into units, each having its own 
housemother, teacher and therapists. Every day these staff members note the 
behavior of each child and review it at the daily staff conference conducted by 
the school psychiatrist. The psychiatrist discusses the child’s family constellation 
and his pathological relationships and then outlines the program to be followed. 
These conferences provide a longitudinal study of the child’s behavior and enable 
the psychiatrist to help the teachers and housemothers understand the child. He 
advises them on attitudes to be maintained toward the youngster and suggests 
ways of handling specific problems that have arisen in the child’s relationship 
with other children or staff members. 


A. H. Kambly, M.D. D. E. Lichty, M.D. 
School Psychiatrist School Pediatrician 


For Further Information Address The Registrar 
1700 Broadway, Ann Arbor, Michigan 


> The Ann Arbor School 


Member of the American Hospital Association and licensed by the Department of Public Instruction 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 

ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 

ment procedures—clectro shock, in- Medical Director 

sulin, psychotherapy, occupational and a a 

recreational therapy—for nervous and THOMAS F. COATES, M.D. 

mental disorders and problems of ee... Sa 
idicti R. H. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA _ Phone ‘5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
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531 E. Grand Blvd., Detroit 7, Mich. 


Registered with American Medical Association and American Hospital Association. 


HARWORTH HOSPITAL 


Phone WA 37319 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL and ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Psychiatrist—Medical Director 


Separate buildings for nervous and emotional disorders. 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, Room 412 
New 20, New 


Enclosed herewith is $ 


OF PSYCHIATRY beginning with Volume 


ADDRESS 
SIGNATURE 


July 1950) 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


Subscription $10.00 a year or by the Volume. Foreign Postage $1.00 extra (New Volume began 


KEEP AND PROTECT 
YOUR JOURNALS 
IN THIS NEW 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 


ORDER DIRECT FROM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, N. Y. 20. 
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ACHIEVEMENT 
through Therapeutic Guidance 


HE SPECIALLY TRAINED academic 

and psychiatric staff of the Devereux 
Schools guides the emotionally disturbed, 
psychically limited child towards broader 
horizons of achievement. As the child grows 
emotionally, his capacity for developmert in 
every area expands—ultimately achieving, 
through Devereux’ individualized therapy, 
his maximum intellectual, cultural, and emo- 
tional growth. 


When, in your practice, you encounter a 
school-aged patient whose norma) intellectual 
capacity is limited by emotional disturbances, 
you are invited to let us evaluate the potential 
outcome of Devereux’ specialized education 
with therapy. Our experienced staff will thor- 
oughly review each case history and offer a 
detailed report. 


Please address your inquiries to: 
Joun M. Barc.ay, Registrar 


Hetena T. Devereux, Director 
J. Cuurrorp Scott, M.D., Executive Director 


SANTA BARBARA, CALIFORNIA - DEVON, PENNSYLVANIA 


CLINICAL 
STAFF 

4 STAFF 
Herbort erskevitz, 1 

Calvin Settioge, 08.0, 

PSYCHOLOGICAL STAFF 

OF PENNSYLVANIA 

é of 
Milton Brutten, Ph.D. | 

Michael B. Dana, A.M. 

Robert G. Ferguson, A.B. 

Margrerite B. Horn, A.M. 

Cathryn Kramer 

Mary J. Pawting, A.A. 
PROFESSIONAL STAFF, 

RANCH SCHOOL, 
4 
Consuitiag 

2 Consulting Newrologtst 

; 

Direoter of the Ranch School 

Thomas W. Jefferson, Ph.D. 
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